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ABSTRACT 
The Enhanced Primary Care Package aimed to improve health and quality of life through 
enhancing primary health care for those over 75 years, Aboriginal and Torres Strait 
Islanders over 55 years and those with chronic conditions and multidisciplinary needs.  A 
multi-level approach was implemented to promote the package.  West Vic Division of 
General Practice conducted the General Practice Education Support and Community 
Linkages implementation program for the package in Western Victoria and focused on 
health assessments for those over 75 years. 
This research investigated what factors affected change in rural general practitioner 
practice through surveying general practitioners and collecting Health Insurance 
Commission data prior to and following the program.  Patients were also interviewed to 
determine acceptance of health assessments and nurse involvement.  
The program increased awareness, but had little effect on increasing uptake, as only 53% 
of general practitioners began undertaking health assessments.  However the general 
practitioners indicated an increased frequency of health assessment prescription.  Health 
Insurance Commission data suggested an immediate increase in the use of the 
assessments, however the rate fluctuated and then declined. Lack of sustained uptake of 
the program was not associated with remuneration, as 77% of general practitioners did 
not regard finance as a barrier. Respondents’ major barrier was time (40% pre-education, 
73% post-education). This data reflected a rural environment where general practitioners 
face competing priorities, time constraints, workforce shortage and long consultation lists.  
A notable change did however occur from practice nurse employment as the involvement 
of a practice nurse generally resulted in patient satisfaction with the assessment.   
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It was apparent that a complex multifaceted and longer-term view is needed to address 
factors which limit rural general practitioners’ ability to change. This needs to be 
addressed at the Commonwealth level and not in isolation in order to produce an 
integrated framework to enhance and promote, rather than demand change. 
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1.  INTRODUCTION 
The research reported in this thesis responds to the 1999 Commonwealth of Australia 
Budget launch of the Enhanced Primary Care (EPC) Package and specifically the 
allocation of a new Medicare Benefit Schedule (MBS) item number for health 
assessments. Health assessments were seen by the Commonwealth as a positive 
opportunity to encourage early detection and prevention of health problems in elderly 
patients (Commonwealth Department of Health and Aged Care, 1999b). 
The research developed through a multi level approach to promote the uptake of health 
assessments. This included a MBS rebate, Royal Australian College of General Practice 
(RACGP) guidelines and a General Practitioner Education Support and Community 
Linkages (GPESCL) Program. The West Vic Division of General Practice (WVDGP) 
conducted the GPESCL program in Western Victoria. The WVDGP is an incorporated 
Government funded professional association of General Practitioners (GPs) and their 
practices. As an association, the WVDGP provides assistance, education and better links 
between the government and the health care system. 
This thesis focuses on acceptance and uptake of health assessments from the perspective 
of rural GPs and consumers within the WVDGP region.  
1.1. Significance of the study 
Health assessment implementation requires that GPs address and implement change in a 
rural environment. 
General Practitioners are constantly confronted with Commonwealth policy and societal 
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demand changes, the EPC package and in particular health assessments, being an 
illustration of this. Despite regular policy and societal change, little research work has 
been undertaken on how GPs or their practices address, implement or cope with change. 
Change management research and models have largely focused on large corporate 
businesses, which have significant internal structures to deal with change, in comparison 
to the solo or small group practices, which GPs in rural Australia operate.  
The Precede-Proceed Model (Green & Kreuter, 1991) has been used as the framework to 
address factors affecting rural GPs’ ability to change in order to enhance primary care. 
The research reported here is significant as it brings together a multitude of factors, which 
inhibit or promote GPs’ ability to implement change within their organisations in a rural 
environment. Understanding of these factors and their influence will provide guidance for 
the development of appropriate future policy implementation. The research can also 
provide direction for GPs and Divisions of General Practice as they respond to pressures 
from rapid changes in the health care environment. 
1.2. Purpose of the study 
The broad purpose of this research was to investigate what factors affect change in rural 
GP practice. This was explored through examining the specific issues surrounding the 
uptake of the enhanced primary care program. Focus was directed to the acceptance and 
uptake of the health assessments.  
In particular, this research aimed to use the Precede-Proceed Model to identify and 
analyse factors such as the uptake of the annual health assessment program, the capacity 
for GPs to change, the barriers to uptake and how uptake might be enhanced.  
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The following research questions were posed.  
• What is the epidemiological, social and economic rationale and infrastructure for the 
EPC program?  
• What has been the impact of the GPESCL Program on changing GP practice in terms 
of:  
- uptake of the annual health assessment items?           
- service provision levels and GP satisfaction around health assessment items? 
• Using the GPESCL Program and specifically health assessments as an example, what 
have been the barriers and enablers to change in general practice? 
• What are the issues specific to GPs within the WVDGP, which impact on their 
capacity to change? 
• To what extent do consumers accept health assessment items, and the practice nurse 
conducting these assessments? 
1.3. Thesis structure 
This section has introduced the study, providing an overview of the research. It describes 
the significance of the study and delineates its purpose. The following section reviews the 
literature, initially providing a background to outline the context in which the research is 
set. The literature relating to the rationale for, and implementation of, methods for health 
assessments is explored through the framework of the Precede-Proceed Model.  
Following the literature review the methodological approach for the study is detailed. 
Each method of data collection is described, as are ethical considerations and techniques 
used to enhance trustworthiness. The GP and patient results from the research are then 
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presented in terms of process, impact and outcome evaluation. The last section discusses 
the findings in relation to the research questions, and addresses the limitations of the 
study and offers recommendations for Government Departments and Divisions of General 
Practice on the implementation of new policies and programs in Australia, and in 
particular, in a rural environment. 
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2. BACKGROUND 
In recent years, GPs have been challenged by governments and medical associations to 
change the way they manage their practices in terms of patient care, record keeping, 
reporting and practice standards. These changes have been introduced largely to improve 
the health and quality of life of all Australians.   
Several models have been developed and used to assist the successful management of 
change or the understanding of how change has, or should have, occurred in a business 
structure (Green & Kreuter, 1991). Despite constant policy change and model utilisation 
to explain behaviour and suggest ways to achieve behaviour change (National Institute of 
Health, 1997), little work has been undertaken on applying these models and/or theories 
to general practice, or addressing how rural GPs implement or cope with change.  
This literature review will address factors that influence the ability to implement change 
in rural general practice by applying the Precede-Proceed Model (Green & Kreuter, 1991) 
and focusing on the acceptance and uptake of health assessments. Through applying the 
Precede-Proceed Model the literature review will focus on examining the social and 
epidemiological rationale for the emergence of the EPC package and in particular the 
health assessment of older adults. Behavioural, environmental and organisational barriers 
will also be investigated. The means for implementing health education and thereby the 
desired change of quality of life will also be outlined. 
Prior to the introduction of the components outlined above, it is important to provide a 
background to the structure of the Australian health care system, general practice, the 
constitution of the WVDGP and the objectives of the EPC package and, in particular, 
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health assessments for older Australians. 
Understanding the community structures, social systems and different organisational 
settings in which GPs function is essential in understanding how these structures, systems 
and organisations affect the implementation of policy changes.  
2.1. The Australian Health Care System 
The health care system in Australia has been described as pluralistic, complex and loosely 
organised with its distinguishing feature being the extent to which responsibilities are 
split between levels of government (Australian Institute of Health and Welfare, 1994). 
The responsibility for health care in Australia is divided between Commonwealth and 
State Governments and between the public and private sector.  
The Commonwealth Government has a leadership role in policy making and particularly 
in national issues like public health, research and national information management 
(Commonwealth Department of Health and Aged Care, 1999). The Commonwealth also 
funds primary medical care provided by GPs through taxation revenue. This funding, 
referred to as Medicare, is on an open-ended fee-for-service basis. Patients’ visits are 
either charged to the patient who then claims back from Medicare or directly bulk billed 
to Medicare with no or minimal up front patient contribution (Centre for General Practice 
Integration Studies, 1996). The aim of Medicare is to provide universal access to health 
care while allowing choice for the individual patient through the substantial number of 
health providers available. 
The Commonwealth Government’s role in policy making and the provision of funds for 
GP provided primary medical care, led to the development and implementation of policy 
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around the EPC package and likewise the introduction of new Medicare Benefit items to 
provide annual health assessments. This shall be discussed further in following chapters. 
The States and Territories have responsibility for the delivery and management of public 
health services and for maintaining direct relationships with most health care providers, 
including regulation of health professionals (Commonwealth Department of Health and 
Aged Care, 1999). 
The GP is influenced and regulated by both Commonwealth and State legislation and 
therefore challenged or legally required to change the way they manage their practice. 
The challenge often is the ability to incorporate change processes, such as the EPC 
package, into existing behaviours, environments or organisations that are often complex 
in a rural environment.  
The GP has often been referred to as the cornerstone of the Australian health care system. 
The role of the GP shall be outlined with special reference to primary health care and 
health assessments. 
2.2. Understanding General Practitioners and General Practice 
2.2.1 General Practitioners 
The RACGP defines a GP as a doctor who provides primary, continuing, comprehensive 
whole patient care to individuals, families and the community (Department of Health and 
Family Services, 1996).  
Each year in Australia over 80% of the population have at least one consultation with a 
GP and there are 5.5 GP services provided per head of population, or 6.9 for each person 
who consults a general practice service (Saltman and O'Dea, 1999). The high population 
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consultation rate is perceived as positive in relation to the implementation of new health 
care policy directed at GP patient care.  
GPs provide initial and generalist medical care and act as gatekeepers to secondary and 
tertiary care (Centre for General Practice Integration Studies, 1996), (Secondary care 
relates to medical care from specialists for the treatment of disease, tertiary care relates to 
medical care due to complications or disability associated with established disease).  
The RACGP have indicated that an appropriate ratio of GP to population is 1:1,500 
(Department of Health and Family Services, 1996). This ratio has had varying levels of 
support from health organisations and GPs for a number of years and few attempts have 
been made to identify the criteria for making the judgement (Department of Health and 
Family Services, 1996). In 1996-97 it was estimated that there was one full time 
equivalent GP for 1,143 people (General Practice Strategy Review Group, 1998). Despite 
Australia’s large number of GPs per head of population, by international standards and 
historically for Australia, problems associated with maldistribution, difficulties of access, 
and sectoral shortages persist (General Practice Strategy Review Group, 1998). Small 
rural and remote areas have a higher number of people per non-specialist medical 
practitioner. In 1998-99, large rural centres had 84.1 full-time workload equivalent 
(FWE) GPs per 100,000 population, small rural centres 75.3, rural areas 59.2, remote 
centres 51.2 and other remotes areas 37.4 per 100,000 compared with 95.7 in capital cities 
and 89.7 in other metropolitan areas (Commonwealth of Australia, 2000). This 
maldistribution is exacerbated when the additional responsibilities of rural GPs are taken 
into account. Such additional responsibilities include procedural services (obstetrics, 
anesthetics, surgery etc.), accident and emergency care, and on-call responsibilities 
(Department of Health and Family Services, 1996). These results indicate that rural GPs 
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have a larger population of patients than their metropolitan colleagues and therefore 
consultation and long consultation time may be relatively limited, which may affect the 
uptake of health assessments. 
Within the WVDGP region it is estimated that there is one GP per 1,592 people. This 
ratio slightly exceeds the RACGP recommendation of 1:1500. Any interpretation of this 
rate, however, needs to take the substantial additional responsibilities of rural GPs into 
account. General Practitioners have been identified as key health service providers in 
rural communities (Humphreys et al., 1993), and the deficiency in GPs services is the 
major cause of concern in rural areas (Britt et al., 2001b). Maldistribution, competing 
priorities and rural community demand potentially impact on the GPs and their practice 
ability to address, implement or cope with new policy or change initiatives. This ratio, 
with consideration of the additional tasks (that is, Obstetrics, on-call and accident and 
emergency responsibilities and those outlined above), provides evidence supporting the 
lack of GPs in rural regions and the high levels of pressure and demands placed on them 
to meet community requirements. Supporting this statement, Britt et al., (2001a) and 
Strasser (1995) reported from an Australia GP survey that rural GPs provided a wider 
range of services and carried a heavier workload with longer hours, including significant 
after hours work, than did their metropolitan counterparts. These demands are what sets 
rural GPs apart from their metropolitan counterparts in terms of their capacity to adopt 
new initiatives such as the EPC package and successfully implement change. 
To assist change, facilitate the uptake of new initiatives and manage community demand, 
the GP functions in a business or organisational structure referred to as general practice. It 
is important to outline general practice as this structure has the potential to be an enabling 
factor or a barrier to the implementation of new policy or organisational change.  
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2.2.2 General Practice 
There is a lack of consensus in Australia in terms of what constitutes a general practice. 
Some of the definitions use a business or organisational unit approach, some rely on the 
process of care adopted by GPs, and some rely on the consumers’ perspective, which 
could be as simple as ‘a place where the local doctor is’ (General Practice Strategy 
Review Group, 1998).  
The Royal Australian College of General Practitioners’ Interpractice Comparison Survey 
uses a structural, financial and organisational approach and, disregarding the nature of the 
discipline, defines ‘general practice’ thus: 
“A business unit owned and controlled by one or more GPs whose objective is the 
provision of general practice medical services to its surrounding community. A 
practice may be a self-contained unit or it may operate in association with another (i.e. 
share one or all of rooms, support staff and facilities for economic reasons) and it may 
employ other GPs and paramedical personnel on a full or part time basis to fulfil its 
objectives (Commonwealth of Australia, 1997).” 
The lack of consensus in definition as outlined above and the lack of a national register of 
GPs means that establishing the number of general practices, and how they are managed, 
has largely been based on estimates and sample studies. 
The Department of Health and Family Services commissioned Campbell Research and 
Consulting in 1997 to establish the number of general practices in Australia. Using a 
functional definition it was estimated that in 1997 there were approximately 5,965 general 
practices in Australia, with an average of three individual doctors at each practice 
(Campbell Research and Consulting, 1997). 
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General Practices vary in their structure according to the location, the number of GPs 
involved in the practice and the funding arrangements within the practice. Table 1 
presents a number of surveys carried out largely by self-selected GPs to determine 
practice size. 
Table 1: General Practice Size 
Survey/Source Date Respondent
(GPs) 
Response 
rate (%) 
Self 
selected 
Categories 
use 
Solo Formal 
payment 
arrangement 
with other GPs 
Other 
Baillie & Douglas 
(1995) 
Oct 95 2,187 18.5 y GPs 28% 60% 12% 
Bloom (1995) Jun 95 453 100.0 n GPs Solo 
29% 
Group 
71% 
 
- 
Bridges-Webb et al 
(1992) 
Oct 91  
789 
473 
316 
 
80.3 
95.5 
65.0 
 
n 
n 
n 
 
Weighted av. 
Participants 
Non-
participants 
Solo 
30% 
26% 
35% 
2-3 GPs 
41% 
40% 
41% 
4+ GPs 
30% 
34% 
24% 
Better Practice 
Program 
Jun 95 2032 pracs na y By practice 
By GPs 
32% 
10% 
35% 
26% 
34% 
64% 
Ramis Corp (1995) 1994 636 65.5 n By GPs 25% 35% 39% 
IPC Survey (1995) 1995 
 
202 pracs
383 GPs 
na y By practice Solo 
50% 
2-4 docs 
39% 
>4 docs 
11% 
IPC Survey 
(RACGP) 
1993 612 pracs
1,462 GPs 
na y By practice 43% 41% 15% 
Small & Ass (1995) Jul 95 1,420 na ? By consumer Solo 
30% 
Group Practice 
40% 
Med Ctr 
30% 
Campbell Research 
& Consulting (1997) 
1997 - - - - 1-2 GPs 
6% 
3-5 GPs 
26% 
6> GPs 
68% 
Source: Modified from the Department of Health and Family Services (unpublished) In (Department of 
Health and Family Services, 1996). 
 
Whilst size and location of practice varies, so too does the practice management and 
accounting methods used. The Interpractice Comparison Surveys are the main source of 
information on the management of general practice (Department of Health and Family 
Services, 1996). The 1993 survey found that 44% of those surveyed were incorporated 
   11
and 64% of solo practices were incorporated. The group practices were usually 
partnerships (25% of small group practices [2-4 GPs] and 49% of large group practices 
[>5 GPs]) or associateships (39% of small group practices and 29% of large group 
practices) (Department of Health and Family Services, 1996). Partnerships are contractual 
arrangements with each partner paying a component of the costs and sharing a component 
of the profits, whereas, associates usually share the premises and therefore the costs to the 
proportion of space they use at the premises. 
The variety of business and organisational structures presented indicates that general 
practices throughout Australia do not have equal capacity to successfully implement new 
policy or change current management patterns. Larger practices are generally believed to 
have greater potential to implement change due to greater infrastructure, however, larger 
practices, particularly partnership practices, may be hampered by individual beliefs and 
concerns and thus not reach consensus. 
The extent of employment of support staff (nursing, technical and other) was determined 
by the number of GPs working in the practice rather than the practice size (number of 
patient records held) (Department of Health and Family Services, 1996). Practice nurses 
were employed in 39% of practices, with the proportion increasing with rurality and 
remoteness (General Practice Strategy Review Group, 1998). Practice nurses have been 
employed to provide a variety of services from clinical care and service coordination to 
maintaining good health through screening, health promotion and education for 
individuals and communities (Rural Doctors Association of Australia, 2002). The 
assumption could be made that the employment of practice nurses is a result of the high 
GP/patient ratio in rural areas, which shows a shortage of GPs in rural communities. The 
number of practice nurses could also affect the GPs’ capacity to uptake initiatives such as 
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the new EPC items, whereby the practice nurses can undertake a substantial amount of the 
assessment prior to GPs involvement. 
General Practices are not easily defined and clearly need to be viewed beyond a health 
care service and in terms of a business, particularly when the substantial contribution 
made to the economy through these businesses is taken into consideration. The report 
‘General Practice: Changing the Future Through Partnership’ (General Practice Strategy 
Review Group, 1998) reported that general practice (that is, non-specialists) medical 
services had a gross income of $2,817 million, an industry gross product of $2,144 
million in 1994-95 and on average, gross fees from medical services of $124,900 per 
doctor (including both full-time and part-time doctors). 
Despite the variation in definition and construction, it is evident that Australian general 
practice has developed into a sophisticated medical service and business structure (Van 
Der Weyden, 2000). Todd and Sibthorpe (1995) reported that with GPs facing increasing 
complexities and a lack of professional unity, Divisions of General Practice were integral 
to the further development of General Practices. General Practice Divisions were seen as 
an opportunity to address professional isolation and exclusion from the health planning 
processes by providing an independent organisation for GPs to raise their concerns or 
seek assistance. (Todd & Sibthorpe, 1995). 
Divisions of General Practice will be briefly outlined due to their involvement in 
implementing the GPESCL Program that aimed to increase GP uptake of the health 
assessment items. 
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2.3. The West Vic Division of General Practice 
In the 1992/93 Commonwealth Budget, funding was made available for a number of 
initiatives to enhance general practice, improve access to quality health care and 
encourage better links between general practice and the rest of the health care system. 
Funding included support for the establishment of Divisions of General Practice.  
As a result of the 1992/93 Commonwealth Budget initiative, over one hundred Divisions 
of General Practice were established within Australia. The West Vic Division of General 
Practice (WVDGP), established in 1993, is a professional association of GPs practicing in 
the central western region of Victoria, Australia (Figure 1). General Practitioners within 
this region were invited to participate in the GPESCL Program.  
Figure 1: The West Vic Division of General Practice Region 
The mission of the West Vic Division of General Practice is to provide the best range of 
services to its members to ensure they can improve the quality and the continuity of care 
for the community. 
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The Division has two primary roles: 
• To represent and support local GPs, and 
• To develop and facilitate services aimed at improving health service delivery and the 
health of the local community. 
The region is relatively sparsely populated with a total population of 79,644 (ABS, 1996), 
with a Standard Whole Population Equivalent (SWPE) of 75,612 (HIC, 1996). The SWPE 
is collected by the Health Insurance Commission (HIC) based on Medicare data by 
postcode and represents the number of patients visiting a GP.  
There are 30 general practices within the Division’s boundaries, operating within twenty 
towns. These practices comprise of 19 solo practices with 1-1.5 Equivalent Full-Time 
(EFT) GPs, eight small group practices with 2-5 EFT GPs and three large group practices 
with more than 5 EFT GPs. Of GPs working in solo practices in the Division, 45% are 
over 50 years of age, suggesting that an ageing workforce may be an ongoing workforce 
issue for the Division. The large number of solo practices within the Division can be 
viewed as a potential barrier to successfully implementing change (MacIsaac et al., 1996). 
This is largely the result of limited infrastructure within the practice and inadequate time 
as a result of demanding workloads to successfully uptake new initiatives.  On the 
contrary, implementation of initiatives in large partnership practices can be difficult if 
there is not consensus for the initiative. 
The researcher undertaking the study of the “Changing Rural General Practitioner 
Practice: Evaluating Health Assessment Uptake” is also employed as a Project Officer 
with the West Vic Division of General Practice. The effect of this multiple role on the 
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research is outlined in the methodology. 
Given that the specific aim of Divisions is to enhance general practice, the 
Commonwealth Government provided funding to Divisions of General Practice, backed 
by their state based organisations and the Australian Divisions of General Practice, to 
provide education for GPs on how to access and uptake the new EPC items, including 
health assessment items. This research aims to investigate factors affecting change in 
rural GP behaviour and practice with the underpinning program being the EPC package. 
It is therefore critical to outline the nature and scope of this package. 
2.3.1 The Enhanced Primary Care Package 
The EPC package was launched in the 1999 Federal Budget. The goal of the Package was 
to improve the health and quality of life of older Australians and people with chronic 
conditions and multidisciplinary care needs, through enhancing the quality of primary 
health care provided to these population groups (Royal Australian College of General 
Practitioners, 2000). 
A multi-level approach was taken to promote the uptake of the Package. Firstly, the EPC 
package included the allocation of $110 million over four years to the new MBS items, 
which came into effect on 1 November 1999. The EPC package comprised 21 new MBS 
items, which provides for three categories of GP activity: 
• health assessments for people aged 75 years and over (55 and over for Aboriginal and 
Torres Strait Islander people); 
• care planning for people with chronic conditions and multidisciplinary care needs; and 
• case conferencing for people with chronic conditions and multidisciplinary care 
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needs. 
The RACGP, with Commonwealth funding, developed and distributed standards and 
guidelines as a practical resource to facilitate the uptake of the new EPC package. These 
standards and guidelines were distributed via post to most GPs in Australia in August 
2000. 
To encourage GPs to uptake the new items within the EPC package, the Commonwealth 
allocated $8 million over three years (July 1999 to June 2002) to further support the 
implementation and appropriate use of the items through the GPESCL Program. The 
Commonwealth’s Draft Implementation Strategy for the GPESCL Program had the 
following goals: 
• To achieve better health care and health outcomes for the elderly, older indigenous 
Australians and those with complex care needs by enhancing the opportunity for 
multidisciplinary care through effective use of the new primary care items. 
• To ensure that by the Year 2002, every GP will have had the opportunity to undertake 
education associated with the new EPC Medicare items and will be providing a quality 
and evidence-based service based on the approved guidelines and standards associated 
with the use of the items (DH&AC 22/20/99). 
The Commonwealth decided to implement the GPESCL Program at a State level by 
allocating funding to the State based Divisions of General Practice. The State based 
Divisions in turn allocated funding to Divisions of General Practice to provide education 
on how to access the new items within the EPC package. Each State and Division applied 
different methods of education delivery dependent on what the local Division of General 
Practice believed was the best approach, keeping in-line with the State based 
organisation’s directive. 
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General Practice Division Victoria (GPDV) implemented a basic two-part model of 
delivering the education program (General Practice Divisions Victoria, 2000). This 
approach gave Divisions the option to nominate their own GP experts to be briefed and 
trained to provide in-service training to Divisional GPs in the effective use of the EPC 
items or to utilise an expert GP from a central pool to provide the training in their 
Division. A copy of the education program funding agreement can be found in Appendix 
A. 
The WVDGP selected the first option and nominated two GPs to be trained as trainers. 
The GP trainers with the WVDGP then provided evening education sessions within sub 
regions of the Division. GPs, practice staff and practice nurses were invited to attend the 
education sessions, which initially focused on the health assessment items. Education was 
delivered in line with the training provided by GPDV and with the use of relevant case 
examples. The WVDGP supported their education session with a resource kit to assist 
uptake of the items. The resource kit was based on a kit developed by the Whitehorse 
Division of General Practice with additional components and assessment tools from the 
RACGP and the Department of Veteran Affairs. The WVDGP also provided on request 
practice visits to assist GPs, practice nurses and/or practice staff with the implementation 
of the items. 
It is recognised at both the State and Division level that there is more to the GPESCL 
Program than simply providing information. The program represents an opportunity for 
GPs to consciously or unconsciously change the way they practice. The issue, however, is 
that the implementation of the EPC package represents a culture change that GPs may not 
have been prepared for and in this regard it was viewed as critical that the Divisions play 
a major role in enabling change. 
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Achieving change is a complex issue and thus for the purpose of this thesis, focus has 
been directed to exploring the acceptance and uptake of health assessments from the 
perspective of rural GPs and consumers within the WVDGP region. In order to 
understand the change process it will be studied using the framework provided by the 
Precede-Proceed Model. 
2.4. The Precede-Proceed Model 
Programs and initiatives promoting early intervention and health care management, such 
as the EPC Program, are numerous and not equally successful. The difference between 
these programs can often be based on the theory used for their planning, implementation, 
evaluation and intervention. Theories and models are also often used to explain behaviour 
and suggest ways to achieve behavioural change (Nutbeam & Harris, 1999). It is well 
recognised that the capacity of, and opportunities for, individuals, or in this case GPs, to 
bring about change can be significantly affected not only by their behaviour or beliefs but 
by the community or environment in which they live. Establishing change in GPs’ 
practice therefore requires different levels of intervention. For these reasons Green and 
Kreuter’s (1991) Precede-Proceed Model, as outline in Figure 2, was chosen to help 
explain what barriers exist and how the capacity of the GPs can be strengthened to 
enhance uptake of EPC items.  The model was also chosen as the GPESCL Program, 
whilst designed to change GP practice, has the underlying desire to improve the 
management and early detection of ill health through health assessments. The GPESCL 
Program can therefore be viewed as a health promotion program. 
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Figure 2: The Precede-Proceed Model 
As outlined by Green and Kreuter (1991): 
“The model includes two components of the health promotion planning framework: (a) a 
diagnostic (or needs assessment) phase called PRECEDE, (predisposing, reinforcing, and 
enabling constructs in educational/environmental diagnosis and evaluation) and (b) a 
developmental stage of health promotion planning that follows the diagnostic assessment 
and initiates the implementation and evaluation process. The second component is called 
PROCEED (policy, regulatory, and organisational constructs in educational and 
environmental development)” (Green & Kreuter, 1991). 
Identifying an appropriate model for use was not a simple process. A model that focused 
solely on the individual or solely on community or organisation was not suitable, as the 
model needed to address all of these aspects. The Precede-Proceed Model was therefore 
also chosen on its ability to link a range of specific theories into the model, as outlined in 
Table 2. The organisation framework for the application of theory reflects which phases 
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have the closest parallels to the theories at the individual, interpersonal, and community 
level (National Institute of Health, 1997). The incorporation or ability to link theories into 
the Precede-Proceed Model is useful in pinpointing which factors to examine within each 
diagnostic category (National Institute of Health, 1997).  
Table 2: The Precede-Proceed Model in Relation to other Models 
THEORY Phase 1 
Social 
Diagnosis 
Phase 2 
Epidemiological 
Diagnosis 
Phase 3 
Behavioural & 
Environmental 
Diagnosis 
Phase 4 
Educational & 
Organisational 
Diagnosis 
Phase 5 
Administrative & 
Policy Diagnosis
Stages of 
Change 
  X X  
Health Belief 
Model 
   X  
Consumer 
Information 
Processing 
   X  
Social 
Learning 
Theory 
  X X  
Community 
Organisation 
X  X   
Organisational 
Change 
   X X 
Diffusion of 
Interventions 
   X X 
Source: National Institute of Health (1997) 
The incorporation of multiple theories allows the researcher’s mind to be open and 
disciplined, resulting in a more effective outcome (National Institute of Health, 1997). 
The ability to borrow from various disciplines (psychology, sociology, management, 
consumer behaviours and marketing) is often an advantage. The rationale for this is that 
health promotion is diverse and is concerned with not only the behaviour of individuals 
but also with the ways in which society is organised and the role of policy and 
organisational structures in promoting health (Nutbeam & Harris, 1999). Therefore the 
use of the Precede-Proceed Model and the incorporation of a number of select theories to 
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underpin the research is beneficial given the multifactorial influences on the uptake of 
health assessment items in rural general practice. The remainder of this thesis will 
therefore be outlined in terms of the Proceed-Precede Model, commencing at the social 
diagnosis phase. 
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3. LITERATURE REVIEW 
3.1. Rationale for Health Assessments and the GPs Capacity to Change 
3.1.1 Social Diagnosis 
Within the context of Precede-Proceed Model, the social diagnosis stage is defined as the 
process of determining quality of life needs and aspirations through the application of 
multiple information-gathering activities designed to expand understanding of the 
community (Green & Kreuter, 1991).  
3.1.1.1 Identification of Social Problems in the Australian Health Care System 
The health care system in Australia, as outlined in the background, has been described as 
pluralistic, complex and loosely organised with its distinguishing feature being the extent 
to which responsibilities are split between levels of government (Australian Institute of 
Health and Welfare, 1994).  
Concern has grown over the complexity of the health care system and in particular the 
fee-for-service financing system called Medicare (Commonwealth of Australia, 1997). As 
there is no cap placed on Medicare expenditure, the cost to the Commonwealth is greatly 
influenced by the volume of patients seen by GPs (National Health Strategy (NHS), 
1991). In this regard, GPs are rewarded for the quantity of patients seen not the quality of 
care given. The system outlined does not encourage continuity of care, adequate 
consultation time, teamwork or case management, but rather rewards isolated patient 
management and increased remuneration for higher level of consultations and procedures.  
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The fee-for-service payment structure does not reward GP involvement in case 
conferences, hospital visits, telephone consultations and communication with other 
workers, administration of shared-care programs, health promotion and prevention 
activities (National Centre for Epidemiology and Population Health,1991). In this regard, 
the system, prior to the implementation of the EPC package, did not support regular 
health assessments or preventative care management. 
The limitations of the Australian health care system, in particular to GPs, were recognised 
in 1997 when the Minister for Health and Family Services announced the terms of 
reference for the General Practice Strategy Review (GPSR). The terms of reference were 
proceeded by publication of a ‘Policy Context’, which detailed the Government’s 
commitment to general practice as well as the political context within which the General 
Practice Strategy Review Group’s (GPSRG) recommendations could be considered 
(General Practice Strategy Review Group, 1998). In the publication ‘Changing the Future 
Through Partnership’ (General Practice Strategy Review Group, 1998), the GPSV 
recommended, among other recommendations, the following vision for General Practice 
in the 21st century. These recommendations provided the genesis to the introduction of the 
EPC package. 
Recommendation 4 
That Divisions of General Practice be required, as part of their formal outcomes contract, 
to specify areas of partnership and alliances with consumers, specialists and other 
professional groups. 
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Recommendation 46  
That resources be allocated for research into the roles and tasks of general practice in the 
care of people with chronic illness, particularly to identify factors that enable GPs to 
improve the quality and effectiveness of such care. 
Recommendation 47 
That a range of supports be made available through Divisions of General Practice to 
enable GPs to improve the provision of care for people with chronic illness. 
Recommendation 48  
That the Commonwealth, State and Territory health authorities be encouraged to 
negotiate with general practice to identify ways to assist Divisions and GPs in the 
management of people with chronic illness. 
Recommendation 49 
That Divisions of General Practice facilitate uptake of a range of initiatives that enable 
GPs to improve provision of care for people with chronic illness. 
Recommendation 118 
That the fee-for service component of the blended payment system minimise perverse 
incentives (that is, more consultations, less time) and maximise incentives for good-
quality care.  Mechanisms should be explored to minimise the perverse incentives of the 
fee-for-service component of the blended payment system and maximise incentives for 
good-quality care. 
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Recommendation 119 
That the proposed new item structure for attendance items developed for the Relative 
Value Study (RVS) be implemented as soon as practicable once a better understanding of 
the effect of its early introduction is achieved. The GPSRG considers that this will 
address, in part, some of the perverse incentives in the existing structure. 
Recommendation 122 
That the General Practice Partnership Advisory Council explore funding mechanisms for 
the payment of non-patient contact time within the RVS outside the immediate 
consultation system: for example, talking to police, allied health professionals, and 
statutory bodies such as child protection agencies. 
Recommendation 123 
That the General Practice Partnership Advisory Council explores funding mechanisms for 
practices for work delegated to appropriate non-medical health professionals in the 
practice. 
The GPSRG further reported that the vision for General Practitioners in the 21st Century 
would be to: 
• be unified in their purpose of providing quality medical care to individuals, families 
and the community, 
• have partnerships with patients and careers that promote maximum independence, 
self-care and responsibility for health, 
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• be assisted in the care of patients through utilising advanced technology, electronic 
communication links with providers of health services and information systems to 
guide best practice, 
• be able to develop initiatives in primary health care and create opportunities for better 
patient care as a result of the shift of resources from hospital to communities, 
• be actively involved in research, evaluation and teaching and be appropriately 
remunerated for these activities, 
• acknowledge the diversity of their profession and show respect and open mindedness 
in dealing with each other and other health professionals, 
• embrace the team approach that ensures their central role in the coordination and 
integration of health care, 
• be recognised for their essential role in the health care delivery through appropriate 
remuneration and support, 
• be proud to work in general practice. 
It is acknowledged that the GPSRG put forward recommendations leading to the 
development of the EPC package on the basis of statistical data and consumers’ desire to 
improve their quality of care. However, the recommendations did not necessarily take 
into consideration the GPs’ opinions or abilities to implement these changes. 
3.1.1.2 GP Practice 
Whilst the rationale for change and policy may have been established, GPs often still find 
it difficult to change in accordance with policy directions. As reported in a study by 
   27
Wilson et al. (2000) the barriers to embracing change are time, lack of knowledge, 
unwillingness to consider change, doubt of benefit of change, fear, fear of patient 
dissatisfaction to change, fear of poor health outcome or fear of litigation. These barriers 
may also be relevant to the uptake and provision of health assessments. 
Specifically looking from a social perspective, GPs acknowledge that older patients, such 
as those fitting the criteria for regular health assessments, require greater time to be cared 
for effectively. Time availability, however, is viewed as a limitation in the GPs’ ability to 
provide quality care. GPs often find it difficult to provide holistic, quality care to the older 
population due to difficulties in communication, coordination and integration with other 
health services, lack of financial incentives and encouragement to participate in 
prioritising and rationing resources (Centre for General Practice Integration Studies, 
1996). Promoting health in old age is different to that for other age groups, as it has a 
broader focus and aims to improve function and quality of life rather than just focusing on 
curing and preventing disease (Bishop, 1999). 
General Practitioners often respond to older age primary medical care in line with the 
Health Belief Model (Nutbeam & Harris, 1999). That is the GP will assess the perceived 
susceptibility and seriousness of the problem, the perceived benefits of action and the 
barriers in taking action, prior to undertaking specialised medical care.  
Older people predominantly require primary care (Reuben et al., 1994). GPs can perform 
a key role in primary care in early diagnosis, intervention, and planning care with other 
services (Koh, 1994). Tulloch (1991), however, argues that care of older people in the 
community remains problematic. Tulloch (1991) offers seven reasons for the problems 
encountered. These include the: 
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• underdiagnosis of certain medical disorders, notably depression, dementia, 
incontinence, disorders of the feet and other disorders affecting mobility as well as 
alcoholism and physical abuse; 
• poor identification and management of disability and sensory impairment; 
• overprescribing of medicine; 
• poor patient health education and health promotion, leading to poor use of the social 
and medical services by patients; 
• lack of attention to carer stress; 
• inadequate briefings of patients about disability aids, benefits and entitlements; and 
• poor standards of record keeping. 
The introduction of the new health assessment item has aimed to resolve many of these 
issues, particularly the perceived barrier of time to take action. It is acknowledged that 
while any initiative aimed at maintaining the older population’s health is positive, the 
success of such an initiative is yet to be assessed at a national, state and local rural level. 
The impact of this initiative is also determined by consumer desire as outlined in the 
following section. 
3.1.1.3 Consumers and the Health Care System 
Consumers’, in this case older Australians, perception of their own health needs also 
impacts on the GPs’ capacity to change their practice and uptake health assessments. This 
in turn impacts on the success of the EPC Program. The 1995 Health Survey indicated 
that the majority of older adults living in the community rated their health as good, very 
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good, or excellent (64%) (Australian Institute of Health and Welfare, 1998). At any one 
time 80% of those over 70 years of age were not using any aged care service (Department 
of Health and Aged Care, 1998). Older Australians’ opinions of their own health status as 
being good or very good, and therefore not regularly accessing health service, has the 
potential to be a significant limitation to the uptake of health assessments. In context of 
the Health Belief Model (Nutbeam & Harris, 1999), if the patient does not perceive the 
seriousness of the problem, they are less likely to take action to protect or promote their 
health. In addition, for health assessment items to be effectively implemented, patients 
need to regularly consult their usual GP. This is required as health assessments are to be 
conducted on an annual basis to determine any changes in health status and preventative 
methods which need to be implemented to keep the patient in their own home for longer. 
In contrast, there is evidence to indicate that the number of consultations per patient 
increases with age. General Practice in Australia: 2000 reported that on average those 
over 65 years consult their GP 11.3 times per year compared with 5.38 consultations for 
those 5-64 years and 6.55 consultations for those under five years (Commonwealth of 
Australia, 2000). Further, more than 80% (5.5 services per head of population) of the 
population consults a GP in any year (General Practice Strategy Review Group, 1998). 
These statistics, however, do not mean that a patient regularly visits or accesses a 
dedicated GP; both necessary for the successful implementation of regular health 
assessments. 
Data from the Better Practice Program suggest that for consumers attending a GP in a 
specific year that: 
• 30% are loyal to a particular practice; 
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• 35% are ‘mostly’ loyal (only one attendance away from their usual practice); 
• 25% show no particular preference and; 
• 10% attend only once (General Practice Strategy Review Group, 1998). 
Whilst 65% of consumers indicated that they are loyal or mostly loyal to a particular 
practice, there is no requirement for patients under the Australian health care system to be 
committed to receiving their primary medical care from a particular GP or practice. It 
therefore may be important that a relationship of trust and confidence with a GP and with 
a practice as a whole is formed to ensure attendance with a regular GP. Several studies 
have demonstrated that a positive relationship between a patient and their GP increases 
the patient’s satisfaction and their compliance with treatment plans (Bertakis et al., 1991; 
Anderson & Zimmerman, 1992; Frank Small & Associates, 1995). 
Of further significance is the information that the average use of health services by rural 
or remote consumers is lower than that of urban consumers. This cannot be justified by 
stating that the rural population is healthier than the urban or metropolitan population. 
The Victorian Burden of Disease Study shows quite the opposite, with higher mortality 
and morbidity rates in rural Victoria than in metropolitan areas of Melbourne or Geelong 
(Department of Human Services, 1999b). Rather the lower usage rate of health services 
by rural or remote consumers may reflect poorer access to services. Poorer access could 
include GP workload (that is, waiting times for appointments), distance to service and 
time of availability. These factors are specifically relevant to the rural patients. 
The Consumers Health Forum (1997) identified six important concerns for consumers: 
• improving the quality of care provided by general practice; 
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• supporting consumers’ right to choose a general practitioner; 
• maintaining bulk billing to enable universal access to general practice services; 
• ensuring accessibility of general practice services, regardless of geographic location; 
• supporting consumers’ involvement and participation in general practice and;  
• protecting consumers’ right to privacy and confidentiality in relation to their health 
information and to have access to information on which to base decisions about their 
health care  
In relation to choosing a GP or general practice, the Albany Consulting Group (1996) 
indicated that consumers valued technical competence, the GP’s interpersonal skills and 
qualities, provision of information by the GP and the longer length of the consultation. 
Frank Small and Associates (1995) funded under the General Practice Strategy concluded 
that consumers judged quality of care by the extent to which: 
• the practice considered them important enough to see them promptly, 
• the practice treated them as a client of value in business dealings, 
• the practice treated them as a client of value in personal dealings, 
• the GP treated them holistically, 
• the GP was able to communicate well. 
The findings from the Albany Consulting Group (1996) and Frank Small and Associates 
(1995) have both focused on the quality of care that consumers desire when they attend 
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their GP. The Consumer Health Forum (1997) results focus on what they expect from the 
primary health care system. Whilst combining these findings is difficult, they outline the 
societal values and expectations of consumers in regard to health care delivery. These 
findings have the impetus to be positive in promoting the uptake of health assessments, as 
health assessments achieve a more holistic, personal approach to health care.  
3.1.1.4 Social Diagnosis Summary 
Social diagnosis has identified that whilst the Australian health care system is faced with 
many changes, from a social perspective, policy makers, GPs and patients have an 
intrinsic desire to offer and receive the best medical care possible. This desire was 
outlined by the General Practice Strategy Review Group who identified the limitations of 
the Australian health care system and consequently developed recommendations which 
provided the genesis for the EPC package. 
 However to successfully implement change, epidemiological diagnosis is required. As 
indicated previously, this is particularly important in dealing with change among GPs. As 
discussed by Grol (1997) GPs need to be presented with demographic and local health 
needs data, not just social opinion, to be willing to change. This need will be discussed in 
the next section. 
3.1.2 Epidemiological Diagnosis 
The epidemiological phase is concerned with determining two things: (1) which health 
problems are important (measured objectively, rather than by their subjectively perceived 
importance to quality of life) and (2) which behavioural and environmental factors 
contribute to the occurrence of those health problems (Green & Kreuter, 1991). 
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The study of epidemiology determines the occurrence of health and illness in the 
population (Green & Kreuter, 1991). In this regard the following information will identify 
health problems and risk factors that deserve priority or that have led to the introduction 
of health assessments for the older Australian population.   
3.1.2.1 Australia’s and the West Vic Division’s Ageing Population 
Australia is an ageing society, brought about in part by reduced mortality rates at older 
age; a trend that has become especially evident over the past two to three decades 
(Glover, Harris & Tennant, 1999). This is a trend that is continuing, with Australia 
experiencing a rapid increase in the number of people aged over 65 years. Between 1993 
and 2041 it is estimated that the Victorian population aged 65 years and over will increase 
by 131 % (Department of Human Services, 1999a). 
In 1996, Victorian men had a life expectancy at birth of 76.1 years and women of 81.7 
years (Department of Human Services, 1999b). The Department of Human Services 
report ‘The Burden of Disease’ (1999b) indicates that the majority of the WVDGP region 
has a life expectancy for both men and women equal to the Victorian state average (refer 
to Table 3). The exception is the Ararat, Pyrenees and Northern Grampians regions, 
where men and women both have a life expectancy below the state average. The life 
expectancy data for these sub-regions could potentially provide GPs within these regions 
with the rationale for health assessments to be undertaken as a strategy to increase life 
expectancy to equal the state average. 
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Table 3: Life Expectancy by Local Government Area
- Table removed for copyright reasons
 
     
Given the demographic trends, the EPC focus on elderly health assessments is an 
appropriate initiative. The concern, however, is that health assessments are for those over 
the age of 75 years. The evidence presented from the Department of Human Services 
(1999) as outlined above indicates that health assessments should also be for those below 
75 years, given that life expectancy, particularly for males, is below 75 years. In this 
regard it may be more appropriate for health assessments to be conducted on those over, 
say, 65 years. 
In 1996, there were 144,854 people in the non-metropolitan areas of Victoria aged 65 
years and over, 13.3% of the population. The highest proportions of people aged over 65 
years were in the North Wimmera (20%), South Gippsland (17%), North Loddon (16%) 
and West Mallee (16%) (Glover, Harris & Tennant, 1999). Specifically, Maryborough 
(21%), Yarriambiack South (21%) and Hindmarsh (20%) were amongst the highest 
proportion of older people for Victorian Statistical Local Areas (SLAs) (Glover, Harris & 
Tennant, 1999). The regions identified above all fall within the WVDGP region with the 
exception of South Gippsland and North Loddon.  
These results, therefore, have the potential to be presented to GPs as rationale for health 
assessments, particularly if combined with life expectancy rates. That is, they have a high 
proportion of people living in the community over 65 years of age with a life expectancy 
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of 73-83 years. On the contrary, GPs within the Division could view these statistics as 
indicating that the older Australians in their area are healthy, given that the area has the 
highest proportion of elderly people, and therefore do not require health assessments or 
changed management.  
General Practitioners could also be influenced by older Australians’ opinions of their 
health status and, therefore, not provide health assessment. As stated previously, 
according to the 1995 Health Survey the majority of older adults living in the community 
rate their health as good, very good, or excellent (64%) (Australian Institute of Health and 
Welfare, 1998). At any one time 80% of those over 70 years of age are not using any aged 
care service (Department of Health and Aged Care, 1998).  
Uptake of health assessments could potentially be determined on the epidemiological data 
and the way in which this data is presented. If the patient or GP does not perceive 
susceptibility of seriousness (the perceived threat), they are less likely to take action to 
protect or promote health.  
Whilst the majority of older adults are happy with their state of health and their life 
expectancy is good, in 1993-1994 health expenditure for the person aged 65 years and 
over was 3.8 times higher than for those under this age (Australian Institute of Health and 
Welfare, 1997b). It is often accepted that health expenditure has greater influence than 
perceived good will in health policy change.  If the implementation of policy change and 
practice change can reduce health expenditure it is likely to be reviewed favorably by the 
economists.  
The diverse communities in rural, regional and remote areas in Victoria have some shared 
health concerns as well as their own specific health-related problems. These concerns and 
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problems may not necessarily be part of the National Health Priority Areas (Department 
of Human Services, 1999a). The First Report on National Health Priority Areas (1996) 
reported on five priority areas: cardiovascular disease; cancer control; injury prevention 
and control; mental health and diabetes mellitus (Australian Institute of Health and 
Welfare, 1997a). 
In Victoria the crude death rate was 644.7 per 100,000 in 1992-1995. The crude death rate 
for the WVDGP was 1,029 per 100,000. An explanation for this may be the ageing 
population of the WVDGP region. In the WVDGP, as reflective of the National Priority 
Areas, the leading cause of death was as a result of circulatory disease (45%), followed by 
cancer (26%) (Department of Health and Family Services, 1999).  
During 1995/96, there were 32,498 hospital separations in the WVDGP region. The 
leading reasons for hospitalisation of those in the WVDGP region over 65 years related to 
musculoskeletal disease, ischaemic heart disease, heart failure, cerebrovascular disease 
and cataracts. As expected, there was a higher rate of morbidity in the female 65 and over 
age group than the male group, which may be associated with the fact that females tend to 
live longer than males. 
Older people are much more likely than younger people to be admitted to hospital, to stay 
longer and to be readmitted. The National Health and Medical Research Council (1994) 
reported that the average length of stay in hospital in the age group 60-64 years was six 
days, and for people over 84 years was between 15 and 20 days. Likewise, those aged 
over 75 years were more likely to seek medical services from a GP. These results are not 
unexpected or alarming. Mortality and illness levels also increase as the distance from 
metropolitan centres increases. This inequality is explained by the relatively poor access 
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to health services, lower socioeconomic status and employment levels, exposure to 
comparatively harsher environments and occupational hazards (Australian Institute of 
Health and Welfare, 2000). Old age does not necessarily equate with illness, infirmity or 
frailty, however, impairment, disability, and handicap do increase with age. Certain 
medical conditions are more prevalent in older people and consequently the demand for 
health services increases.   
The national priority areas and indeed the local rates of morbidity and mortality show that 
the leading causes of health related problems increase in probability as one ages and are 
often preventable and manageable if screened, identified and treated early.  
It has been reported that screening programs for elderly patients administered through 
general practice have led to the identification and management of previously undiagnosed 
problems leading to fewer hospital admissions, fewer hospital visits and therefore greater 
independence and lower mortality (Tulloch & Moore, 1979; Carpenter & Demopoulos, 
1990; Pathy et al., 1992; Centre for General Practice Integration Studies, 1996). The 
specific areas where preventive strategies can reduce disability and promote quality of life 
include incontinence, dementia and confusion, poor mobility and iatrogenic disease 
(Centre for General Practice Integration Studies, 1996). 
Byles (2000) completed a systematic review of 21 health assessment trials for older adults 
largely conducted in the United Kingdom (Refer to Table 4). Byles (2000) reported that 
despite variations in analysis quality, the majority of studies reviewed reported 
improvements in health as a result of having undergone a health assessment. In the studies 
reviewed, voluntary participation rates by older people ranged from 12% to 90%. The 
rationale for this was that non-participation or withdrawal from a health assessment 
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program was associated with being too busy, too ill, older age, lower annual income, 
poorer personal health ranking, and depression (Slymen et al., 1996). 
An Australian pilot study conducted by (Shah et al., 1996) investigated the outcomes of 
opportunistic geriatric assessments in general practice. The results indicate that health 
checks of older people as part of a routine consultation can enhance the GPs care of the 
older patient.  
Some may debate the need for, or benefit of, health assessments, however, health 
assessments can potentially prevent health problems and assist in the management of 
those health problems that already occur. The results presented provide a favorable 
epidemiological rationale for health assessments. 
3.1.2.2 Epidemiology Summary 
Australia is an ageing society, brought about in part as a result of reduced mortality rates. 
However, as the ageing population grows and as new medical solutions are found, disease 
and disability profiles will change and consequently health care management will change. 
The predicted increase in older Australians has the potential to lead to considerable health 
care costs. However, the evidence presented indicated that in some cases, health 
assessments could improve health outcomes, which in turn could reduce costs. It is 
critical that this information is presented to GPs for them to consider change. 
The ever changing society in relation to medical knowledge and population trends will 
continue to present a challenge for health and aged care (Department of Human Services, 
1999a). Societal and epidemiological evidence can be presented in a way to attract GPs to 
uptake health assessments, however, behavioural and environmental factors can impede 
or promote uptake and therefore need to be considered as the next phase of change. 
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 Table 4: Results of a Systematic Review of 21 Health Assessment Trials for Older Adults 
Author Intervention preformed by No of participants Problems with Length of 
follow-up 
Main findings Health 
outcome* 
Cost of 
intervention 
  Control Intervention Confounding Loss to  
follow-up 
    
Carpenter 1990 Volunteers 267 272 No Yes 3.2 yrs ↓ falls  ↓ hospital stay Deterioration  Lower
Clarke 1992 Volunteers 261 262 No Yes 2 yrs ↑ perceived health Improvement  Cost neutral
Engelhardt 1996 Nurse, geriatrician, social 
worker 
80        80 No Yes 1.3 yrs ↑ survival Improvement Higher
Epstein 1990 Geriatrician, nurses, 
social worker 
205      185 No No 1 yr ↑ Folstein MMSE scores ↓ health care use No change Cost neutral 
Fabacher 1994 Physician’s assistant or 
nurse 
123        131 Yes Yes 1 yr ↓  prescribed drugs ↑ADL scores  ↑ 
immunisations 
Improvement Cost neutral
Fordyce 1997 Self-admin, nurse review 764 649 Yes Yes 3 yrs ↓ hospital admissions Improvement  Cost neutral
German 1995 Physician 2090 2105 Yes Yes 2 yrs ↑ well being ↓ mortality Improvement  Higher
Hay 1998 Nurse 146 149 Yes Yes 2 yrs  No change Cost neutral 
Hendriksen 1984 Interviewer 287 285 No No 3 yes ↑ hospital admissions ↓  bed days ↓  
emergency calls ↑ home help 
Improvement  Lower
McEwan 1984  145 151 No Yes 1.6 yrs ↑ morale No change Lower 
Miller 1996 Nurse 385 385 Yes Yes 3 mths No difference No change Higher 
Moore 1997 Office staff 149 112 No Yes 0.5 yrs SF-26 No difference No change Cost neutral 
Pathy 1992 Nurse 366 369 No Yes 3  yrs ↓  deaths ↓  nursing home admissions, 
shorter hospital stay ↑ self-rated health 
Improvement  Lower
Silverman 1995 Physician 221 221 ? NR 1 yr ↓ cognitive impairment ↓ depression ↓ 
anxiety ↓ incontinence 
Improvement  Cost neutral
Stuck 1995 Nurse 199 215 No No 3 yrs ↑ ADL/IADL scores ↓ nursing home ↓ 
hospital stay  ↑ physician visits 
Improvement  Higher
Toseland 1997 Multi-disciplinary team 80 80 Yes Yes 2 yrs ↑ Functional impact measure scores No change Cost neutral 
Tulloch 1979 Nurse, Physician 150 145 No Yes  ↑ health services  ↓hospital stay No change Lower 
Van Rossum 
1993 
Nurse       288 292 No No 3 yrs
↓ hospital admissions 
No change Higher 
Vetter 1984 Health visitor 571 577 No No 2 yrs ↓ deaths Improvement  Cost neutral
Wassos 1999 Self admin 11 GPs 11 GPs ? NR 2 yrs ↑ quality of care No change Cost neutral 
Williams 1987 Multi-disciplinary team 59 58 Yes Yes 1 yr ↓ hospital admissions No change Lower 
Source: Modified from Byles (2000) *Health outcomes varied across studies ranging from perceived health to functional status, hospital admission and mortality rate
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 3.1.3 Behavioral and Environmental Diagnosis 
The behavioural diagnosis of this phase relates to the systematic analysis of the behavioural 
links to the factors identified in the epidemiological or social diagnosis phases (Green & 
Kreuter, 1991).  
The environmental diagnosis is a parallel analysis of factors in the social and physical 
environment, other than specific actions, that could be causally linked to the behaviour that 
was identified in the behavioural diagnosis, or directly to the outcomes of interest (health or 
quality of life) (Green & Kreuter, 1991). 
3.1.4 Behavioural Diagnosis 
The current emphasis on a scientific basis for health services, the recent emergence of 
evidence based medicine and the implementation of new policy directions have placed 
increased emphasis on the problems associated with addressing and changing GP behaviour. 
Graham (1996) has emphasised the importance of researching the beliefs of GPs if strategies 
to influence behaviours are to succeed. In this regard, the implementation of health 
assessments will be directly related to GPs’ beliefs towards health assessments. This is 
indicative of the Health Belief Model (Nutbeam & Harris, 1999) which focuses on individual 
beliefs and benefits of actions.  
An Australian study to assess GPs’ attitudes to, and involvement in, public health and 
preventative health care in children found that the main barriers affecting GP involvement 
were insufficient time, inadequate financial reimbursement for long consultations, 
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 inappropriateness of raising these issues if children were present, willingness, and lack of 
community resources (Waters et al., 2000).  
Wilson et al. (2000) undertook a systematic analysis through the use of focus groups and 
workshops with GPs. They identified that time, lack of knowledge, doubt about evidence, 
fear of patient dissatisfaction, fear of litigation and reluctance to change were barriers that 
could impede the successful implementation of guidelines into clinical practice. These 
barriers or attitudes may also be contributing factors to the success or otherwise of the health 
assessments. 
There are a number of interventions, theories and models designed and implemented to 
promote behaviour change in various environments. The problem lies with disentangling the 
effects of intervention from the influence of contextual factors when interpreting the results 
of individual trials of behavioural change (Grimshaw et al., 1995). A further problem is that 
specific studies relating to GP behaviour change are difficult to locate as they are limited in 
number, poorly indexed and spread across various journal fields (Grimshaw et al., 1995). 
Woolf et al. (1999) reported that guidelines produced by governments to control spiraling 
health care costs may constitute responsible public policy, but may be resented by clinicians 
and patients as an invasion of personal autonomy. Inflexible guidelines with rigid rules about 
what is appropriate were popular with managers, quality auditors, and lawyers, but were 
described as “cookbook medicine” by doctors faced with non-uniform clinical problems, and 
as invalid by those who cite the lack of supporting data (Woolf et al., 1999). This recognises 
that a GP’s intentions to implement change will be significantly reduced if they do not feel 
personal control over behaviour. This is a concept closely allied to self-efficacy, that is the 
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 GPs willingness to change is meditated by their perceived power in relation to a given 
situation (Nutbeam & Harris, 1999).  
Watkins et al. (1999) reported that older GPs from fundholding practices, that is where the 
GPs are partners/owners of the practice, were less likely to show a positive attitude towards 
guidelines. This in part could be related to social influence, the degree to which the GP 
values social approval by their colleagues or subjective norms, the belief they need to comply 
with others beliefs, as presented in the Theory of Reasoned Action (Nutbeam & Harris, 
1999). Feder et al. (1999) reported that the problem with health care guidelines was that they 
potentially did little to change practice behaviour (Feder et al., 1999). The problem with these 
reports was that they tended to be generalised statements or based upon limited scientific 
evidence. 
One study (Bero et al., 1998) did take a systematic, evidence based approach and provided an 
overview of 18 systematic reviews of interventions to promote the implementation of 
research findings into clinical practice and thus change GP behaviour. The review found that, 
regardless of how important the issue or valid the tools, passive dissemination of information 
was generally ineffective in altering practices (Lomas, 1991; Oxman et al., 1995; Davies et 
al., 1995; Soumerai et al., 1989; Lomas et al., 1989). Computerised decision support systems 
were found to lead to improved doctor performance in terms of drug dose decisions, 
preventive care, and general clinical management of patients, but not in diagnosis (Johnston 
et al., 1994). Educational outreach visits have had some effect in changing GP behaviour 
(Davies et al., 1995). Multifaceted interventions (a combination of methods, for example, 
education, guidelines, reminders) were more effective than single interventions (Davies et al., 
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 1995; Wensing & Grol, 1994). A summary of results can be viewed in Table 5. Bero et al. 
(1998) reported that there was insufficient evidence to assess the effectiveness of some 
interventions, such as the identification and recruitment of local opinion leaders to promote 
new health care guidelines and behavioural change.  
Bero et al. (1998) also reported that few studies attempted explicitly to link their findings to 
theories of behaviour change. The difficulties associated with linking findings and theories 
were illustrated in the review by Davies et al. (1995) who found that the results of their 
overview supported several different theories of behaviour change. 
Table 5: Effectiveness of Interventions 
Consistently effective interventions 
• Education outreach visits 
• Reminders (manual or computerised) 
• Multifaceted interventions (a combination that includes two or more of the following: 
audit and feedback, reminders, local consensus processes, or marketing) 
• Interactive educational meetings (participation of health care providers in workshops 
that include discussion or practice) 
Interventions of variable effectiveness 
• Audit and feedback (or any summary of clinical performance) 
• The use of local opinion leaders (practitioners identified by their colleagues as 
influential) 
• Local consensus processes (inclusion of participating practitioners in discussions to 
ensure that they agree that the chosen clinical problem is important and the approach 
to managing the problem is appropriate) 
• Patient mediated interventions (any intervention aimed at changing the performance 
of health care providers for which specific information was sought from or given to 
patients) 
Interventions that have little or no effect 
• Educational materials (distribution of recommendations for clinical care, including 
clinical practice guidelines, audiovisual materials, and electronic publications) 
• Didactic educational meetings (such as lecturers) 
(Bero et al., 1998)
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 Grol et al. (1998) attempted to link concepts and theories and indicated that there are several 
theories, which could be used to underpin behaviour change strategies. Table 6 presents these 
theories, which arise from the social and behavioural sciences as well as organisational 
theory. 
Table 6: Approaches to Changing GP Behaviour  
Focus (underlying theories or frameworks) Interventions and strategies 
Social and behavioural theories 
• Rational information seeking by GPs, role 
models (social theory) 
 
• GPs seek reinforcement and rewards; 
make life ‘easier’ for the target group 
(behavioural theory) 
• Intrinsic motivation of GPs (adult learning 
theory) 
 
• Evidence based guidelines, opinion 
leaders, academic detailing, peer 
review 
• Feedback, reminders, incentives 
 
 
• Local consensus; interactive learning 
Organisational frameworks 
• Attractive product; adapt to needs of target 
group (marketing framework) 
• Structural and organisational barriers 
(managerial framework) 
• GPs avoid negative consequences (‘carrots 
and sticks’ framework, learning theory)  
 
• Needs assessment, local adaptation, 
tailored interventions 
• Teamwork, resources, ‘systems’ 
support, structural change 
• Budgets, incentives, sanctions, laws 
(Grol et al., 1998)
Recognition that the implementation of health assessments does not affect a single level: 
individual, organisation, or community and that successful implementation would require 
impact at a social, behavioural, environmental, educational and organisational level. The 
Precede-Proceed Model was selected as the analytical framework for accessing behaviour 
change. Further the Precede-Proceed Model had the ability to incorporate multiple theories, 
allowing an open yet disciplined theoretical framework.  
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 Behavioural approaches are generally based on (classical) theories of conditioning and 
controlling behaviour (Pervin, 1970). As indicated by Grol (1997), human behaviour is seen 
as primarily influenced by (external) stimuli before or after a specific action. The main 
strategies fitting into these approaches are reviewing performance and providing feedback to 
care providers, giving reminders (signals before or during performance), and providing 
incentives or sanctions related to specific actions (Grol, 1997). Grimshaw et al. (1995) 
supported these findings reporting the effectiveness of these strategies, particularly when 
feedback and reminding are continuous and directly connected to the patient contact. 
Whilst different approaches to implementing behavioural change have had varying success, 
those studies presented which are essentially based on the Transtheoretical Model that 
behaviour change is a process, not an event and that individuals have varying levels of 
motivation and readiness for change (Nutbeam & Harris, 1999) have been more successful.  
3.1.4.1 Behavioural Summary 
General Practitioners often have strong beliefs about their capacity to uptake new initiatives, 
such as health assessments. Their beliefs can both be intrinsic or developed and consequently 
impact on their behaviour. There are however a number of interventions designed and 
implemented to promote behaviour change in various environments, many of which will be 
discussed in the following Environmental and Educational Phases. However, all studies 
indicate that a single trigger to behaviour change is not common, but rather accumulation of 
cues leads to the belief that change is possible, desirable, and worthwhile.  
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 3.1.5 Environmental Diagnosis 
3.1.5.1 Environmental Factors that Influence the Uptake of New Programs 
In addition to behavioural and epidemiological factors affecting GPs’ capacity to change, a 
complex array of environmental factors also exist and need to be assessed in relation to rural 
GPs and their ability to implement health assessments. 
From the GP perspective, environmental factors may relate to economic, physical, service 
and social issues as well as access, affordability and equity of services. As outlined by Green 
and Kreuter (1991) if the scope of environmental factors become so complex as to be 
impractical for planning, it is recommended to concentrate attention on those aspects of the 
environment that are: (1) more social than physical (for example, organisational and 
economic), (2) interactive with behaviour in their impact, and (3) can be changed by social 
action and health policy. These factors will be addressed below or in surrounding phases. 
The environment in which the GP functions is continually and rapidly changing. Cohn (1996) 
reported that difficulties in general practice were often not related to actual clinical practice, 
but more to the rate of change in the delivery of primary health care in Australia, often 
leaving GPs feeling confused and isolated.  
Changes have included accreditation requirements, new business structures, a changed health 
care system that emphasises shortened hospital stays, new policies, new incentives or 
initiatives, additional GP service rosters and many other factors, which have all led to 
increased demands for care and GP time. General Practitioners can no longer solely be 
concerned about patients, but rather must function in a complex business environment. This 
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 may be evidenced by the low numbers of solo GP practices (350 solo practices in Australia 
versus 1,524 group practices) (Britt et al., 2001b). 
The environment of the rural GP differs from their urban or metropolitan counterparts in their 
obligation to provide after-hours care, undergo highly demanding clinic days, have visiting 
rights to the local hospital, and all to often, be on call for other after hour rosters (for 
example, the surgeons’ roster, the anesthetists’ roster and the obstetricians’ roster). Strasser 
(1995) reported that rural GPs provided a wider range of services and carried a heavier 
workload with longer hours, including substantial after-hours work, than did metropolitan 
GPs. 
The role of a rural GP is highly demanding, strenuous and potentially stressful. Rural GPs 
often have problems physically and mentally coping with the community demands. Schattner 
and Coman (1998) conducted a study of GPs and found that 53% had considered leaving 
because of occupational stress. Leading stresses were identified as: 
• lack of time to do their job and ‘have a life’, 
• inadequate rewards (financial and personal), 
• differences in expectations between doctor and some patients and the community. 
The individual, their behaviour and the environment are constantly interacting and 
influencing each other (Nutbeam & Harris, 1999).  Understanding the way the environment 
acts to provide incentives or disincentives for different behaviors, points to ways of 
constructing interventions to modify the environment to support and provide opportunities 
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 for change (Nutbeam & Harris, 1999). The environmental barriers, which are often 
organisational barriers, which potentially influence GPs’ ability to change practice, include: 
• time commitments (over worked clinical hours, Visiting Medical Officer status, 
additional rosters and out of hour demands), 
• absence of a strategic plan for general practice, 
• competing priorities, 
• lack of information or education, 
• lack of authority to implement change, 
• isolation, 
• lack of remuneration for services, 
• valued lifestyle, 
• recruitment and retention. 
Tomlin et al. (1999) interviewed 24 GPs to ascertain their perception of health care. The 
study reported that GPs perceived the delivery of effective health care in terms of clinical, 
patient related and resource related. The GPs also indicated the reasons for not practicing 
effectively, were often related to environmental factors. These factors were:  
• Time. Time was the most commonly referred to concern. Lack of time was seen as 
hindering effectiveness across all dimensions. 
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 • Patients’ cultural backgrounds, beliefs and attitudes, and levels of understanding resulted 
in certain expectations that sometimes clashed with the requirements of clinical 
effectiveness. In such cases the latter might take precedence in shaping the GPs’ action 
(Tomlin et al., 1999). This occurs with theories on the “holistic” nature of general 
practice where biomedical, personal, and contextual perspectives converge in the decision 
making process (Jacobson et al., 1997). 
• Prioritization of patient complaints. 
• A self-perceived shortcoming in knowledge, experience and how these were applied in 
practice. 
• Lack of resources.  
The promotion of effective care in general practice requires a broader vision and a more 
pragmatic approach which takes account of practitioners’ concerns and is compatible with 
the complex nature of their work (Tomlin et al., 1999), including environmental barriers. 
Whilst lack of remuneration is often an environmental barrier, the remuneration for health 
assessments through Medicare is believed to be positive and in some cases an incentive to 
their implementation. Despite a positive environmental change, that is adequate funding for 
the time needed to conduct a health assessment, Byles (2000) reported that barriers to uptake 
of health assessments may also include the need for training in use of assessment tools, GP 
workload (especially in rural areas), availability of suitably trained health assessors and the 
cost of the assessment for older people.  
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 3.1.5.2 Environmental Summary 
General Practitioners work in a complex, ever changing environment. General Practitioners 
can no longer focus solely on their patients but must function in a complex business 
environment. The rural environments often possess more complicated barriers than urban or 
metropolitan environments. Barriers included workforce issues, time, competing priorities 
and isolation. Environmental barriers are often difficult to overcome, but need to be 
addressed in order to implement new initiatives, such as health assessments.  Educational and 
organisational barriers also need to be addressed and are outlined in the following section. 
3.1.6 Educational and Organisational Diagnosis 
This education and organisational diagnosis phase examines behavioural and environmental 
conditions linked to health status or quality of life concerns to determine what causes them 
(Green & Kreuter, 1991). The educational and organisational diagnosis identifies factors that 
must be changed to initiate and sustain the process of behavioural and environmental change 
(Green & Kreuter, 1991). 
3.1.6.1 Education 
Continuing medical education (CME) has become an international discipline, defined as any 
and all ways by which doctors learn after the formal completion of their training (Davis & 
Fox, 1994). An important objective of continuing medical education is to change doctors’ 
behaviour (Allery et al., 1997).  
Kerse et al. (1999) conducted a study of 42 Melbourne GPs and 267 of their patients aged 
over 65 years to establish the effect of an educational intervention for GPs on the health 
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 behaviours and well-being of elderly patients. This study found that the education of GPs had 
a positive effect on health outcomes of their elderly patients and concluded that GPs may 
have considerable public health impact on the promotion of health for elderly patients. 
Davies et al. (1999) reviewed, collated and interpreted 64 studies of which 14 meet the pre-
set criteria to determine the effects of CME interventions on GP performance. The 
conclusion was that there was some evidence that interactive CME sessions enhanced 
participant activity and provided the opportunity to practice skills which could effect change 
in professional practice and on occasion, health care outcomes. However, based on the small 
number of trials, didactic sessions did not appear to be effective in changing GP behaviour. 
In a review investigating the relationship between education and change in clinical practice, 
Allery et al. (1997) reported that only a few quantitative studies provide objective evidence 
of the effectiveness of CME programs in changing physician performance or health care 
(Stein, 1981; Haynes et al., 1984; Davies et al., 1992; Davies et al., 1995). Allery et al. 
(1997) further reported that many of these quantitative studies did not include accepted 
research methodology for the evaluation of educational events such as the use of control 
groups, methods of randomisation, adequate statistical analysis of results, and internal and 
external validity (Beaudry, 1989; McLaughlin & Donaldson, 1991). 
Systematic reviews of strategies for changing professional behaviour showed that relatively 
passive methods of disseminating and implementing guidelines by publication in journals or 
mailing to health professionals resulted in only small changes in practice, however, these 
passive methods represent the most common approaches adopted by those seeking change 
(Bero et al., 1998; Freemantle, 1996).  
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 Smeele et al. (1999) undertook a study using an intervention and a control group each 
consisting of approximately 17 GPs and 223 patients. The purpose of the study was to 
evaluate the effectiveness of an intensive small group education and peer review program 
aimed at implementing national guidelines. The evaluation found that except for certain 
aspects, intensive small group education and peer review did not seem to be effective in 
changing relevant aspects of the GPs’ treatment pattern in line with the guidelines, nor in 
changing patients’ health status. 
A similar finding was reported by Jansen et al. (2000) who assigned 31 GPs to an 
intervention group and 28 to a control group with the aim of evaluating the effectiveness of a 
short course of technical skills to change performance in general practice. The evaluation 
found that while some skill training seemed adequate to bring about desired change, other 
skills probably require more complex interventions. 
The barriers to attending educational sessions were studied by Greenhalgh and Douglas 
(1999) who conducted 30 in-depth, semi-structured interviews with GPs. Perceived barriers 
included inconsistency in marketing terminology, cultural issues (that is, sessions perceived 
as one aspect of rapid and unwanted change in the workplace), lack of confidence in the 
subject matter, lack of time, and practical and financial constraints. 
In order for education sessions or training to be effective it must be transferred to day-to-day 
practice (Baldwin and Ford, 1998). Baldwin and Ford (1998) suggest that the learned 
behaviour must be generalised to the job context and maintained over a period of time on the 
job, before transfer can be said to have occurred. It has been estimated that in the United 
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 States that not more than 10% of the billions of dollars spent annually on training is 
transferred to the job situation (Georgrenson, 1982). 
Allery et al. (1997) conducted interviews using the critical incident technique of 50 GPs and 
50 consultants to identify the complete range of factors which GPs recognise as changing 
their clinical practice and provide a measure of how often education is involved in change. 
The results showed that the three most frequently mentioned reasons for change were 
organisation factors, education, and contact with professionals. Education was seldom 
mentioned as a reason for change in referral practice but was more often mentioned in 
management and prescribing changes.  
It was further indicated that at a local level, greater attention needs to be given to actively 
coordinate education and that there is the scope for local experimentation to ensure changes 
are implemented and sustained (Bero et al., 1998). This supports the policy of each Division 
being responsible for the implementation of their own health assessment education delivery. 
Bero et al. (1998) indicated that education interventions to implement change should be 
guided by the evidence on the effectiveness of dissemination and implementation strategies, 
the characteristics of the message (Grilli & Lomas, 1994), the recognition of external barriers 
to change (Davies et al., 1995) and the preparedness of the clinicians to change (Grol, 1992). 
Local policymakers with responsibility for professional education or quality assurance need 
to be aware of the results of implementation research, develop expertise in the principles of 
the management of change, and accept the need for local experimentation. 
Allery et al. (1997), like other researchers found that nearly all changes in doctors’ clinical 
behaviours were due to a combination of factors (Fox et al., 1989; Wergin et al., 1988; Drage 
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 et al., 1994). Organisational factors and contact with other health care professionals, together 
with education, accounted for nearly half of all reasons for change. Allery et al. (1997) 
suggested that education providers should develop more multifaceted strategies integrating 
their activities with the broad range of other factors, which affect changes in clinical practice. 
Education should not be viewed as a stand-alone activity.  
Wergin et al. (1988), like Allery et al. (1997), recommended that research shift away from 
trying to document whether an isolated education event changes GP behaviour, believing that 
the impact of continuing education can be understood only within the context of other 
important intervening variables. 
“Educational approaches are strongly influenced by a phenomenological view of human 
personality (Pervin, 1970). The basic belief is that change is driven by an internal striving for 
professional competence. Thus the strategies for improving practice focus on stimulating this 
motivation (learning from one’s own experiences, problem based learning). Small group 
interactive learning in particular, where participants have the feeling that they “own” the 
changes, fit well into such a theory. These approaches have increasingly been incorporated 
into professional education (Albanese & Mitchell, 1993). Their strength lies in linking 
improvement activities to the actual problems and experiences of care providers. Social 
interaction approaches emphasise that learning and changing are achieved through the 
interaction with, and influence of, important other people (Rogers, 1983; Bandura, 1986; 
Greer, 1988; Mittman et al., 1992). Various strategies for achieving change which have been 
shown to be effective fit well into this approach: using opinion leaders to spread the message 
in the network, outreach visits or facilitating by respected peers or experts who inform or 
support care providers, peer review and support in small groups, and patient pressure to use an 
innovation (Lomas et al., 1991; Soumerai & Avorn, 1990; Dietrich et al., 1992; Grol, 1995; 
Smith, 1987). The value of this approach lies in its emphasis on professional communication: 
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 care providers constantly look at each other for support, approval, role models, information 
and feedback.” (Grol, 1997) 
In order for educational events or strategies to be successful the information or innovation 
must be diffused (Diffusion of Innovation Theory). Education on compatibility, relative 
advantage, perceived cost of effectiveness, simplicity and perceived risk of adoption and 
observability of results of adoption have been identified as characteristics of successful 
diffusion of innovations, adoption and change (Nutbeam & Harris, 1999). 
3.1.6.2 Organisational Change 
As previously discussed, GPs work within the business structure of general practice, this 
business structure can also be referred to as the organisation in which they function. General 
Practices are not typically seen as organisational structures because there is limited or no 
hierarchy of control. In order to implement change, organisational issues must, however, be 
addressed. 
A World Health Organisation (WHO) publication, Health Promotion and Organisational 
Development (Grossmann & Scala, 1993) addressed the issue of how the health and other 
systems may need to change and develop in order to work together to promote health. The 
authors argued that the options and prerequisites for widening options for health in society 
are greatly determined by organisations, many of them without traditional links to the health 
care system. In the past, many of the attempts to promote health have focussed on 
motivating, training and teaching individuals and groups, not organisations (Harris et al., 
1995). 
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 “Organisations are layered. Their strata range from the surrounding environment at the 
broadest level, to the overall organisational structure, to the management within, to work 
groups, to each individual member. Change may be influenced at each of these strata, and 
health promotion strategies that are directed at several layers simultaneously may be most 
durable in producing the desired results. The health professional who understands the ecology 
of organisations and who can apply appropriate strategies has a powerful tool for change.” 
(Goodman et al., 1997)  
Established general practices/organisations alone are often not able to address change and 
this is a key reason for the establishment of Divisions of General Practice, a provider of 
assistance to support organisational change.  
The specific characteristics of the organisation/s are important in determining the capacity to 
change. An organisation that can adapt to frequent change will offer different barriers and 
facilitators than will one that is oriented towards maintaining the status quo (Feder et al., 
1999). At the simplest level, the size and complexity of the organisation will affect the 
feasibility of different strategies (Feder et al., 1999). This is specifically the case when 
considering solo practices with limited supporting infrastructure versus group practices that 
potentially have greater infrastructure. 
Organisations are often referred to as having their own culture, that is their own values or 
norms which act as an intervening variable between the environment and human behaviour 
(Gatley et al., 1996). Kotter and Heskett (1992) define organisational culture as having two 
levels, which differ in terms of their visibility and their resistance to change. At the less 
visible level, culture refers to shared values in a group that tend to persist over time even as 
group membership changes and can be extremely difficult to change. Change is often 
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 difficult, as the values are often not obvious to those who should be undertaking change. At 
the more visible level, culture refers to the behaviour patterns or styles of an organisation that 
new employees are encouraged to follow. Shared values will ultimately influence behaviour. 
Professional and organisational strategies can be used to overcome different barriers. 
Educational approaches may be useful for health care professionals’ knowledge barriers 
while audit and feedback may be useful when they are unaware of suboptimal practice (Feder 
et al., 1999). Feder et al. (1999) reported that when barriers relate to the existing culture, 
routines, and practices of health care professionals, the social influence approach (local 
consensus processes, education outreach, opinion leaders, marketing, etc) may be useful. 
Reminders and patient mediated interventions may be useful when health care professionals 
have problems processing information within consultations (Feder et al., 1999). These 
examples have often been discussed in other components of this review. 
Grol et al. (1998) conducted an observational study relating to the use of 47 different 
recommendations from ten national clinical guidelines to 12 different attributes of guidelines. 
Grol et al. (1998) indicated that guidelines were used less when compliance affected the 
organisation of staff in practices, when it demanded extra resources or acquisition of new 
knowledge and skills, or when it provoked negative reactions in patients (Grol et al., 1998). 
Solberg (2000) concluded from a systematic review of the literature that reviews of guideline 
implementation trials had focused on how to change the behaviour of the individual clinician. 
Solberg (2000) reported that there had been little attention to the impact of practice systems 
of organisation support for clinician behaviour, the process by which the change was 
produced, or the role of the practice environmental context within which the change was 
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 being attempted. It was reported by Solberg (2000), that greater attention to those issues 
might assist to better understand and undertake the process of improving medical care 
delivery. 
Given recognition of the need to improve compliance, as well as capacity, and 
acknowledging that GPs function within an organisation structure, there has been an 
increasing interest in interventions aimed at groups of health care staff and promoting 
organisational change. In a review, Rogers et al. (2000) reported that observational studies of 
these types of trials had produced encouraging findings, but the results of randomised 
controlled trials had sometimes been disappointing. Roger et al. (2000) reported that these 
differences were possibly due to methodological and practical difficulties of evaluating such 
interventions in randomised trials rather than to lack of efficacy of the interventions. 
Nutbeam and Harris (1999) reported that many years of practical experience of community 
(organisational) mobilisation had shown that change was more likely to be successfully 
achieved and maintained when the people it affects were involved in initiating and promoting 
the change. 
The ability for organisational change in the general practice setting relies on experience from 
industry and on different management theories or models. One such model is the Model for 
Organisational Change, which focuses on awareness raising, adoption, implementation and 
institutionalisation (Nutbeam & Harris, 1999). The most essential component of this model is 
adoption, that is the identification of resources necessary for implementation.  
Organisational approaches do not focus on individual performance, but on creating necessary 
conditions for change (Grol, 1997).  
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 ‘Unless the individuals who are engaged in …action have the active support of their own 
organisations it is unlikely that sustainable change will be possible. Even the most 
knowledgeable, skillful individuals often fail if their organisations do not support their work 
…. Conversely, an organisation that is well prepared and highly motivated to work with other 
sectors to promote health will succeed only if it ensures that the people leading and managing 
the process have appropriate knowledge, skills and resources to do so” (Harris et al., 1995).  
Organisational theory must therefore look at organisational change and intra-organisational 
relationships. Further, effective community (organisational) mobilisation is built over long 
periods of time, has periods of high and low activity and uses a combination of approaches 
depending on the change required (Nutbeam & Harris, 1999). The WVDGP through the 
GPESCL Program has aimed to create conditions for change. 
3.1.6.3 Educational and Organisational Summary 
Summarising the barriers to educational change is often difficult given that the barriers in one 
setting may not be present in another. In this regard, education initiatives need to be related 
to the GPs’ environment and their practices. Organisational change can also be difficult due 
to complex factors such as the GPs’ environment. It can therefore be summarised that for 
educational or organisational change to occur, a multifaceted approach to initiatives, which 
identifies the resources necessary for implementation, is required. Identification of resources 
leads to policy creation in outlining processes to implement uptake. An area now to be 
investigated. 
3.1.7 Administrative and Policy Diagnosis 
The administrative and policy diagnosis phases represent the move from Precede to Proceed. 
The purpose of the administrative phase is to identify policies, resources or circumstances in 
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 the organisation that could facilitate or hinder the program (Green & Kreuter, 1991). Policy 
refers to the set of objectives and rules guiding the activities of the organisation (Green & 
Kreuter, 1991). 
3.1.7.1 Administrative Diagnosis 
General Practitioners have been challenged by proposals from all sectors, government, 
colleges, peer associations and consumers to fundamentally change the administrative 
structure and day to day running of general practice (Speigal et al., 1992). Changes range 
from individual practice based innovations, such as developing structured surveillance for 
chronic disease disorders and improving the provision of preventative services, to broader 
initiatives, such as the EPC items.  
As Speigal et al. (1992) indicated, whilst much attention has been paid to the content of such 
change, less energy has been directed towards establishing how change can be managed most 
effectively.  
“We have argued for the importance of obtaining comprehensive background information, 
recognising barriers to change, identifying and negotiating with all key people, achieving 
robust agreement to the innovation, and developing effective planning for its implementation 
and evaluation. Underlying all these strategies is the recognition of the strength of a team 
approach to change (Speigal et al., 1992).” 
Further issues arise in considering the organisation’s ability to consider administrative 
change. Practice staff can have different commitments, attitudes, and goals and have different 
abilities to cope with rapid or complex change. 
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 Interventions requiring the active participation of health professionals in organisational 
change are likely to require a high degree of motivation from most of the practice team if 
they are to have an impact (Rogers et al., 2000). The willingness of practices to participate in 
trials of professional behaviour change will depend on the interests of members and the 
organisational characteristics of practices (Rogers et al., 2000). 
Marshall (1999) undertook a qualitative case study to identify and assess the barriers that 
health authorities face as they manage quality improvements in general practice. Seven 
barriers were identified: absence of an explicit strategic plan for general practice, competing 
priorities for attention of the health authority, sensitivity of health professionals, lack of and 
responsibilities of managers within the organisations, and isolation from other authorities or 
organisations facing similar challenges. 
General Practice is an organisation barely coping with the multiple demands being made 
upon it, particularly in the case of the one doctor practice. With all these demands, GPs tend 
to be unable to take a strategic view of the needs of general practice and therefore have 
difficulty in implementing administrative changes. 
3.1.7.2 Policy Diagnosis 
One way to achieve change is through policy change, either at the organisational or 
overarching Commonwealth or State level. This approach is often referred to as the coercive 
approach, which focuses on pressure and control as a method for change (Grol, 1997). As 
Grol (1997) indicated, the research evidence for this approach is meager and not 
straightforward, as many GPs have fixed habits and routines, pressure from outside may be 
decisive in implementing and maintaining a desired change. 
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 The coercive approach to change has been taken regularly in an attempt to change GP 
behaviour. A number of significant reforms have occurred in general practice since the late 
1980s. In 1989, the Commonwealth Government introduced vocational registration. In 1990, 
Divisions of General Practice were established. In the 1991-1992 Commonwealth Budget a 
series of initiatives designed to improve the delivery of GP services to the community were 
announced. 
Whilst many consider the introduction of vocational registration in 1989 as the General 
Practice Strategy (General Practice Strategy Review Group, 1998), it was not until 1997 that 
the Minister for Health and Family Services announced the terms of reference for the General 
Practice Strategy Review (GPSV). The terms of reference were proceeded within a ‘policy 
context’, which detailed the Government’s commitment to general practice, as well as the 
political context within which the Review Group’s recommendations could be considered 
(General Practice Strategy Review Group, 1998). 
It was as a result of GPSV that EPC Items were introduced. Whilst policy change has 
occurred from the Commonwealth level, it is yet to be determined if policy change has 
occurred at the individual GP or organisational level.  
In order to provide health assessments, GPs within Australia are likely to require a standard 
tool; training in use and interpretation of the tool; access to trained health professionals who 
can use the tool on behalf of the GP, access to services for further evaluation and intervention 
(for example, social worker, occupational therapist, physiotherapist): and information for 
patients (Byles, 2000). 
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 It can therefore be concluded that the EPC package and focus on elderly health assessments 
is a positive initiative. The concern, however, is that policy indicates that health assessments 
are for those over the age of 75 years. The evidence presented earlier relating to life 
expectancy and mortality indicates that health assessments should be for those over 65 years. 
3.1.7.3 Administrative and Policy Summary 
General Practices as organisations have varying abilities to implement change based on 
internal policies and resources. Implementation of the EPC package, or any other program, 
requires considerable recognition of resources and capacity currently available and those 
needed. Policies can then be planned with scope for local flexibility based on circumstances, 
personalities, opportunities and feedback from evaluations. 
3.1.8 Implementation 
As a result of the recommendation from the GPSRG and the vision for general practitioners 
in the 21st Century, the Federal Government launched the EPC package in the 1999 Budget. 
The goal of the Package was to improve the health and quality of life of older Australians and 
people with chronic conditions and multidisciplinary care needs, through enhancing the 
quality of primary health care provided to these population groups (Royal Australian College 
of General Practitioners, 2000). 
The EPC package is intended to help prevent expensive hospital care and encourage GPs to 
participate with other health professionals in care planning and co-ordination for those with 
chronic and complex needs (General Practice Divisions Victoria, 1999). 
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 “Other parts of the health service system have moved to case management as a means of 
planning the care of those with chronic, complex care needs rather than reactively responding 
to episodes of illness. However, the medical case-management role of the GPs has only been 
explicitly recognised in the Co-ordinated Care Trials. The new EPC items provide an 
opportunity for the broader recognition of the GP role in care planning and medical case 
management, and, for the first time, a means to be paid for this role (General Practice 
Divisions Victoria, 1999).” 
The EPC package included the allocation of $110 million over four years to the new MBS 
items, which came into effect on 1 November 1999. The EPC package comprised of 21 
items, which provide for three categories of GP activity: 
• health assessments for people aged 75 years and over (55 and over for Aboriginal and 
Torres Strait Islander people); 
• care planning for people with chronic conditions and multidisciplinary care needs; and 
• case conferencing for people with chronic conditions and multidisciplinary care needs. 
Table 7: Medicare Rates for Health Assessments 
Item  Fee Rebate 
700 >75 years; at consulting rooms $143.25 $121.80 
702 > 75 years; home visit $202.60 $172.25 
704 ATSI > 55 years; at consulting rooms $143.25 $121.80 
706 ATSI > 55 years; home visit $202.60 $172.25 
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 For the purpose of this thesis, focus has been directed to the acceptance and uptake of the 
health assessments. The MBS rebate rates, as outlined in Table 7, apply for GPs undertaking 
health assessments. 
The Federal Minister for Health allocated responsibility for the implementation of the 
Education and Training Strategy to General Practice Partnership Advisory Council (GPPAC), 
which in turn established the EPC Taskforce to promote and implement the package. The 
Taskforce contracted the State based organisations of Divisions (SBOs) in each 
State/Territory to develop and implement education and support strategies and develop 
community linkages with key stakeholders (General Practice Divisions Victoria, 1999).  As a 
result of the outlined objective, the program has been titled the GPESCL Program. The SBO 
provided direction and training for each Division to implement the GPESCL Program. 
As indicated by RACGP (2000), health assessments provide the opportunity for the GP to 
undertake in-depth assessment of the health of older patients. There is also evidence (Byles, 
1999), as presented in this review, of improved health and wellbeing through addressing 
specific aspects of health and function, psychological well being, social support, physical 
environment and the use of health and community services.  
The health assessment items provide a structured way of identifying problems and conditions 
that are potentially preventable or amenable to intervention in order to improve health and/or 
quality of life. The item numbers do not include undertaking health screening tests, other 
interventions or medical interventions. Where the need for these is identified, it is 
recommended that they be attended to at a follow up consultation, unless clinically indicated 
that a problem must be treated immediately. 
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 Those over 75 years and Aboriginal and Torres Strait Islanders over 55 years are the only 
groups of people eligible for health assessments, regardless of whether they appear to be well 
or unwell. Byles (1999) indicates that health assessments are likely to benefit all people in 
these groups, whether they appear to be well or have obvious clinical needs. 
3.1.9 Literature Review Conclusions  
General Practitioners are believed to be more accepting of changes in practice or policy if 
decisions for change are based on the balancing of rational arguments (Grol, 1997). In this 
regard, GPs need to be presented with scientific literature, evidence-based guidelines and in 
this case demographic and local health needs data so as to be willing to consider change. 
Further, the source of this material must be credible. Credibility is important: the evidence 
should be sound, the guidelines valid, the procedure for developing the guidelines explicit 
and rigorous, and the organisation, which sets the guidelines, credible (Field & Lohr, 1992; 
Grimshaw et al., 1995; Grol, 1997). The value of these approaches is in their emphasis on a 
sound proposal for change as well as in summarising the available evidence for busy 
practitioners (Haines & Jones, 1994; Grol, 1997).  
Despite regular policy and societal change demands, the literature review has identified how 
little work has been undertaken on how GPs or their practices address, implement or cope 
with change. Similarly little is known about the effectiveness and cost effectiveness of 
interventions that aim to change the practice or delivery of health care.  
The majority of change management research and models have focused predominantly on 
large corporate businesses, which have significant internal structures to deal with change in 
comparison to the solo or small group practices that GPs in rural Australia operate in.  
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 With much of the available literature not applicable to the general practice setting, this study 
has focused on identifying the multitude of factors, which inhibit or promote GPs ability to 
implement change within their organisation in a rural environment. Understanding of these 
factors and their influence will provide guidance for the development of appropriate future 
policy implementation. In addition the research can provide direction for GPs and Divisions 
of General Practice as they respond to pressures from rapid changes in the health care 
environment. The methods established for identification of these factors will be outlined in 
the following section. 
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 4. METHODOLOGY 
4.1. Education Process 
The EPC package was launched in the 1999 Federal Budget. Part of this package included 
the allocation of new MBS item numbers for health assessments for those over 75 years. The 
item numbers became available from 1 November 1999. A multi-level approach as discussed 
in the background section of the literature review was used to promote uptake. The multi-
level approach included the MBS rebate incentive, RACGP guidelines and the GPESCL 
Program conducted through the WVDGP.  
The WVDGP, like other Australian Divisions, backed by the state based organisation, 
provided education (GPESCL Program) for GPs on the guidelines for undertaking health 
assessments 
General Practice Divisions Victoria, invited all Victorian Divisions to nominate 
representatives to participate in a ‘train the trainer’ session as a means of building the 
capacity for GPs to uptake health assessments.  The WVDGP selected two GPs from their 
region to attend the ‘train the trainer’ education session. These GPs were supplied with the 
tools necessary to educate their peers on the correct means to access and conduct health 
assessments (For copies of the educational overheads see Appendix B).  
The WVDGP then organised four training sessions in various applicable zones across the 
WVDGP region. In order to promote organisational change, GPs, practice managers and 
practice nurses were invited to attend the training, which was scheduled appropriately during 
the evening. The initial two GP trainers delivered training to their peers in part as a didactic 
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 educational format and an interactive educational meeting. The overheads referred to in 
Appendix B were used to assist deliver the training. 
The WVDGP also supplied each practice with an assessment tool consisting of: proformas 
for health assessments developed by the Whitehorse Division of General Practice; RACGP; 
Department of Veterans Affairs and clinical supplements, assessment tools; referral services; 
sample patient letters; patient brochures; allied health brochures together with an electronic 
version of the RACGP proformas and letters. The correct use of these tools was outlined at 
the education sessions. In addition to the provision of training and the tools, the WVDGP 
also provided an advice service. This service functioned on an ‘as requested’ basis. 
Initial training and education delivery focused on health assessments and thus this evaluation 
has also focused on the program implementation in regard to health assessments. 
4.2. Evaluation overview 
The evaluation is an uncontrolled design, which includes pre- and post-intervention 
observations of a single group. The evaluation is uncontrolled in the sense that there is no 
single comparison community in which a range of equivalent measures has been recorded, 
due to differing GP demographics and different timelines and strategies for implementing 
education around the EPC package. However, where possible, comparative data from a range 
of literature sources have been included. 
The evaluation covers an 18 month time period from January 2000 to September 2001, 
although promotion of the new health assessment item continues to occur. 
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 The scope of the evaluation for the uptake of the health assessment item and the GPESCL 
Program have been built around the Precede-Proceed Model.  
The implementation of health assessment items does not act upon a single level: individual, 
organisation, or community in isolation. Rather, successful implementation requires impact at 
multiple levels, social, behavioural, environmental, educational and organisational.  In 
recognition of this multifactorial approach, the Precede-Proceed Model was selected as the 
analytical framework for accessing behaviour change. Further the Precede-Proceed Model 
had the ability to incorporate multiple theories, allowing an open, yet disciplined, theoretical 
framework. The incorporation of theory into the model has lead to selective outlining of the 
research questions, theories underlying the questions, the research method for investigation 
and how this reflects back to the Precede-Proceed Model as the analytical framework. 
Detailed methods for evaluating the factors that affect change in rural GP behaviour and 
practice in order to enhance primary care and the effect of the GPESCL Program on the use 
of the new health assessment item numbers are outlined below in context of the Precede-
Proceed Model.  
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 Table 8: Research Matrix 
Broad Aim: To investigate what factors affect change in rural General Practitioner (GP) behaviour 
and practice 
Research 
Objectives/Question 
Theory/Model Applicable Relationship to Precede 
Phase 
Relationship 
to Proceed 
Phase 
Research 
Method 
What is the rationale 
and infrastructure for 
the program, 
including 
epidemiological, 
social and economic 
rationale? 
An ecological framework for 
policy  
Social diagnosis 
Epidemiological diagnosis
Administrative & Policy 
Diagnosis 
Process 
evaluation 
Literature 
review 
What impact has the 
GPESCL Program 
had on changing GP 
practice in terms of 
uptake of health 
assessments? 
Transtheoretical Model 
Health Belief Model 
Social Learning Theory 
Diffusion of Innovation 
Adult Learning Theory 
Behavioural Theory 
Behavioural & 
Environmental Diagnosis 
Educational & 
Organisational Diagnosis 
Impact 
evaluation 
Comparison of 
pre- and post-
education 
surveys 
Health 
Insurance 
Commission 
Data 
What impact has the 
GPESCL Program 
had on changing GP 
practice in terms of 
service provision and 
satisfaction of health 
assessments? 
Transtheoretical Model 
Health Belief Model 
Social Learning Theory 
Behavioural & 
Environmental Diagnosis 
Educational & 
Organisational Diagnosis 
Impact 
evaluation 
Comparison of 
pre- and post- 
education 
Surveys 
What are the barriers 
and enablers to 
change in general 
practice? 
Theories of Organisational 
Change 
Models of Intersectoral Action 
Educational & 
Organisational Diagnosis 
Administrative & Policy 
Diagnosis 
Process 
evaluation 
Impact 
evaluation 
Pre- and Post-
education 
surveys 
Has the rate of health 
assessment claims 
increased following 
the GPESCL 
Program? 
Transtheoretical Model 
Health Belief Model 
Diffusion of Innovation 
Theories of Organisational 
Change 
Models of Intersectoral Action 
Behavioural & 
Environmental Diagnosis 
Educational & 
Organisational Diagnosis 
Administrative & Policy 
Diagnosis 
Outcome 
evaluation 
Health 
Insurance 
Commission 
Data 
Do consumers accept 
health assessments? 
Health Belief Model 
Diffusion of Innovation 
Community Organisation 
Social Learning Theory 
Consumer Information 
Processing 
Social Diagnosis 
Behavioural & 
Environmental Diagnosis 
Process 
evaluation 
Consumer 
Qualitative 
Surveys 
Do consumers accept 
nurse involvement in 
conducting health 
assessments? 
Health Belief Model 
Diffusion of Innovation 
Community Organisation 
Social Learning Theory 
Consumer Information 
Processing 
Social Diagnosis 
Behavioural & 
Environmental Diagnosis 
Process 
evaluation 
Consumer 
Qualitative 
Surveys 
72 
 4.3. Ethics 
Permission was gained from the University of Ballarat Human Research Ethics Committee to 
undertake all evaluation activities (Refer to Appendix C). Permission was also sought and 
obtained from the Executive Board of the WVDGP to survey their members.  
General Practitioners were sent a covering letter explaining the purpose of the study and 
measures taken to protect identities and maintain confidentiality. This was included with all 
surveys, as per the initial ethics application. General Practitioners were self selecting in 
participation. This process was deemed necessary due to the small number of GPs within the 
WVDGP and the believed low success rate of survey return. 
Initially it was proposed that patients would be invited to participate in the study via a letter 
from their medical practice. As a result of discussion with a participating GP, ethical 
approval was sought and the approach was changed to patient participation. The GP indicated 
that patients had mixed feelings towards health assessments, and that some patients were 
finding the changes and new plans difficult to deal with and felt an unannounced approach to 
participate may cause additional stress. The GP concerned believed that this approach would 
lead patients to consent regardless of their willingness to be involved given the compliant 
nature of the group of patients (aged over 75 years). 
Taking into consideration the recommendations of the GP it was decided that all patients who 
had undertaken a health assessment in the previous six months would be identified. The GP 
reviewed these patients to determine those not suitable using the following criteria: death of 
patient, patient very unwell, recent death of spouse, spouse very unwell, patient dementia. 
73 
 The selected patients were sent an explanatory letter and consent form from the Practice, 
which was followed up with a telephone call and/or visit from the practice nurse, who further 
explained the project and sought consent. This approach was deemed suitable as the nurse 
had an established relationship with the patient. Coercion was not believed to be an issue in 
this case as the relationship between the nurse and patient was such that the patient normally 
felt comfortable to express concern. 
Once consent was given, the researcher contacted the patients to schedule either a telephone 
or face to face interview, depending upon the wishes of the patient. Patients were initially and 
again at interview informed that confidentiality would be maintained. The researcher had no 
knowledge of patients, prior to interview and therefore this was not regarded as a conflict.  
The research has ensured correct storage of tape proceedings from the interviews and 
surveys, should the need for review in terms of credibility be required.  
4.4. Trustworthiness and multiple role recognition 
General Practitioner surveys were tested on two GPs within the WVDGP for appropriateness, 
content, length of questionnaire and the clarity of the instructions. This process assisted in 
ensuring reliability and validity of the data to be collected.  
Similarly patient survey questions were tested on two members of the older aged population 
to enhance reliability and validity.  
Recognition of the researcher also being a project officer for the WVDGP was taken into 
consideration and appropriate steps taken. The researcher as project officer was not the 
primary contact for EPC issues, thus conflicts of interest were minimal. General Practitioner 
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 surveys were not believed to have been influenced by the researcher’s competing roles, as all 
surveys were anonymously returned and no influencing material was contained in the 
surveys, as attached in the Appendices. Research effect on trustworthiness is believed to have 
had a positive rather than negative bias. The researcher’s involvement with the WVDGP, an 
organisation to which GPs regularly complete surveys and express their true opinions, was 
believed to be positive, as trust had already been established. It is noted that given the 
researcher had vested interest in the project there was the potential for bias.   
The research involved multiple methods of data collection (GP, Patient, HIC) and therefore 
the process can be referred to as triangulation. Triangulation is supposed to support a finding 
by showing that independent measures of it agree with it or, at least, don’t contradict it 
(Miles & Huberman, 1984). 
4.5. Proceed Phase 
In order to evaluate the research objectives the evaluation outcome diagram, as shown in 
Figure 3, has been developed. The uptake of the health assessment items can be evaluated at 
one or more of three levels: process, impact and outcome. Further, the objectives of interest 
and the standard of acceptance can be incorporated into one figure to outline the evaluation 
process.  
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 Objectives of
interest in
evaluation
Sources of
standards of
acceptability
Process objectives Outcome objectivesImpact objectives
Organisation
Resources
Predisposing,
Enabling,
Reinforcing
factors
Environmental
Review of
factors affecting
current
environment and
organisational
structure
Review of EPC
package
Access to items
Behavioural
Enhancement
Environmental
Enhancement
,
Increased Health
Assessment Item
Number Uptake
Long term improved
health and quality of
life for older
Australians
Increase in
uptake of new Health
Assessment Item
Number
Modified from Green & Kreuter (1991)
Research
Questions
Do consumers accept health
assessments?
Do consumers accept nurse
involvement in conducting
health assessments?
What are the barriers and enablers to change in General Practice?
Do rural GPs have the capacity to change?
What impact has the
GPESCL Program had on
changing GP practice in terms
of:
- uptake of health
  assessments?
- service provision and
  satisfaction of health
  assessments?
Has the rate of health
assessment claims increased
following the GPESCL
Program?
factors
Changes in
knowledge,
attitudes, beliefs,
skills, resources,
social support,
policy and the
environment
Figure 3: Evaluation Outline 
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 4.5.1 Process Evaluation 
In keeping with the process evaluation objectives, the evaluation focused on organisational 
resources, environmental factors and predisposing, reinforcing and enabling factors that have 
a positive or negative impact on the uptake of the health assessment item. The pre-education 
survey and consumer qualitative surveys have been used to identify these factors and what 
influence they had on the uptake of the health assessment items. 
4.5.1.1 Pre-Education Survey 
The pre-education survey was conducted using a survey based largely on the Standards for 
General Practice, 2nd Edition (Royal Australian College of General Practitioners, 2000). 
Before distribution, the survey was tested on two GPs from within the WVDGP region for 
feedback on content and ease of completion. This process also involved forty-nine selected 
GPs holding membership to the WVDGP and intending to attend the GPESCL health 
assessment training, being contacted by fax and invited to participate in the study. To 
encourage co-operation, a covering letter was sent on the WVDGP letterhead, detailing 
project purpose and desired outcome of the survey (a copy of both the covering letter and 
pre-survey is provided in Appendix D). Participants were requested to fax their completed 
survey back to the researcher. Those who had not completed the pre-survey were requested to 
complete the survey at the education session prior to commencement. 
Analysis of survey results was undertaken using Statistical Package and Social Sciences 
(SPSS) and pattern coding (Miles & Huberman, 1984) as deemed necessary. 
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 In addition to using the initial survey as a means of identifying factors which could influence 
uptake, the survey was used as a baseline, along with HIC claim data, in order to establish if 
change occurred. 
4.5.1.2 Consumer Opinion 
A small group of health consumers who had undergone a health assessment between June 
2000 and September 2001 were reviewed by the participating GP. The review determined 
those not suitable for inclusion in the study using the following exclusion criteria: death of 
patient, patient very unwell, recent death of spouse, spouse very unwell, or patient dementia. 
Nineteen patients were selected and sent an invitation letter and consent form from the 
participating practice (See Appendix E), which was followed up with a telephone call and/or 
visit from the practice nurse, who further explained the project and sought consent. This 
approach was deemed suitable as the practice nurse had an established relationship with the 
patient. Coercion was not believed to be an issue in this case as the relationship between the 
nurse and patient was such that the patient normally felt comfortable to express concern. 
This process resulted in patients, to a degree, being self selecting. Due to the small number of 
patients having undertaken a health assessment and remaining after meeting the outlined 
criteria it was not possible to randomly select from the group. 
Once the patients consented to participation, the researcher contacted all patients and 
arranged either a telephone or face-to-face interview, depending upon the wishes of the 
patients. The option of interview technique was believed to be important, as it was deemed 
that some patients might view a face-to-face interview as a strain. 
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 Patients were asked a set range of questions relating to the level of health care that they 
receive, their attitude towards health assessments and how health assessments should be 
undertaken (See Appendix E). Questions had initially been tested on two older adults to 
determine acceptability, ease of understanding and length prior to implementation on 
consenting patients. Interviews were taped and transcribed using the pattern coding as 
outlined by Miles and Huberman (1984). This involved repeated reviews of the audiotapes to 
outline responses to each question. On repeated reviewing of responses, emergent themes, 
patterns and explanations were identified (Miles & Huberman, 1984). This approach had the 
ability to reduce large amounts of data into a smaller number of analytic units (Miles & 
Huberman, 1984).  
4.5.2 Impact Evaluation 
The impact evaluation focused on the immediate effect of the GPESCL Program conducted 
through the WVDGP. The education session evaluations, GP post-education surveys and 
matched GP pre- and post-surveys were used as measures to determine the effect the 
GPESCL Program had on access, behaviour and the surrounding environment.  
4.5.2.1 Education Session Quantitative Evaluation 
An education session was developed and conducted by the WVDGP in keeping with the 
GPESCL Program. Participants completed a brief evaluation form at the conclusion of the 
education session. The evaluation was constructed with two primary aims, firstly to establish 
the level of satisfaction with the education delivery and content and secondly to ascertain the 
anticipated uptake of the new items. (A copy of the evaluation survey is provided in 
Appendix F).  
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 Analysis of these surveys was undertaken using SPSS software and pattern coding as deemed 
necessary. 
4.5.2.2 Post-Education Survey 
The post-survey, which was piloted on two GPs, was completed by the GPs attending the 
EPC training and by a range of GPs throughout the region who had been asked to complete 
the initial survey as they intended to, but had not attended the EPC training. To encourage 
co-operation a covering letter was sent on WVDGP letterhead, outlining the project purpose 
and desired outcome of the survey. A copy of both the covering letter and post-survey is 
provided in Appendix G. Participants were requested to return their completed survey by 
facsimile. Information gathered has been used to determine the effectiveness of the program 
in terms of intermediate objectives and willingness to uptake health assessments. 
Where possible, pre- and post-GP surveys were matched and analysis undertaken to 
determine the effectiveness of the program on implementing behavioural and environmental 
changes and willingness to uptake health assessments. 
Analysis of these surveys was undertaken using SPSS software and pattern coding as deemed 
necessary.  
4.5.3 Outcome Evaluation 
The final level of evaluation undertaken was outcome evaluation. The outcome evaluation 
looked specifically at the rate of uptake of the health assessment item number. 
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 4.5.3.1 Health Insurance Commission Data 
Health Insurance Commission data, as available through General Practice Divisions Victoria, 
for the WVDGP region, was collated using Microsoft Excel and analysed to determine if 
there were changes in the number of GPs taking up health assessments following the 
education session. 
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 5. FINDINGS 
This section of the research presents the results from the surveys and interviews undertaken 
in line with the evaluation outcome diagram, as shown in Figure 3. Therefore results are 
presented in terms of process, impact and outcome.  
Quantitative evaluation findings tend to predominantly be based on frequencies rather than 
more complex analysis, as participant numbers were small. 
5.1. Process Evaluation 
In process evaluation, the potential objects of interest include all implementation activities 
and stakeholder reactions (Green & Kreuter, 1991). In keeping with the process evaluation 
objectives, this evaluation looked at organisational resources, environmental factors and 
predisposing, reinforcing and enabling factors that could have had a positive or negative 
impact on the uptake of the health assessment item. Given that environmental and 
organisational factors influencing uptake have the potential to be predisposing, reinforcing 
and enabling factors, it was deemed appropriate to present the results for the pre-education 
and consumer surveys under these headings. 
In attempting to understand the practices of GPs, the three categories of behavioural 
influences (predisposing, enabling, and reinforcing factors) represent a convenient 
classification because they group the more specific influences such as knowledge, attitudes 
and beliefs, skills, incentives and rewards under broader rubrics according to the measures 
that might be used to change behaviour (Green & Kreuter, 1991). 
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 5.1.1 Pre-Education Survey Process Evaluation 
Twenty-six of the 49 GPs approached responded to the initial faxed questionnaire (a response 
rate of 53%). General Practitioners surveyed had a mean age of 44 years (SD: 11.6) and were 
predominantly male (21 cases, 81%). The GPs surveyed had spent an average of 14 years 
working in general practice (range 1-34 years) and on average worked with four colleagues 
(range 1-11), however 40% of those responding indicated that they were solo GPs. 
5.1.1.1 Predisposing Factors 
On the scale of 1-10 (1 being never and 10 being always) the mean response to statements on 
standards for general practice ranged from 7-9 (almost always).  
Table 9: Standards for General Practic. 
Standards for General Practice Mean 
Response 
Regularly let patients inform you of their health problems and 
concerns in detail 
8 
Give elderly patients sufficient information to enable them to 
make informed decisions 
8 
Practice works with a range of other relevant health and 
community services to improve patient care 
8 
Practice provides health promotion and disease prevention 
services 
7 
Provide continuity of care for elderly patients 9 
Accessible to all patients, including those with physical 
disabilities 
9 
In terms of providing health promotion and disease prevention services the mean response 
was only a 7, indicating that there was some small scope for improvement compared to other 
areas. This set of questions was based largely on the Standards for General Practice, 2nd 
Edition (Royal Australian College of General Practitioners, 2000) and therefore you would 
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 expect a positive response. The response would be deemed as positive predisposing factor for 
the uptake of health assessments. 
The majority of GPs believed health assessments should be conducted annually (13 cases, 
54.2%), and that the process should take 30-45 minutes (10 cases, 45.5%). General 
Practitioners reported that they predominantly conducted assessments by themselves. These 
opinions were again viewed as positive predisposing factors to the uptake of health 
assessments. 
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Figure 4: Rating of barriers towards assessments 
Twenty-two GPs reported a variety of preferred ages ranging from 55 years to over 86 years 
to commence in-depth assessments (Figure 5). The substantial range presented for the 
commencement of in-depth assessments was viewed as both a positive and negative 
predisposing factor. Positive in terms that commencing in-depth assessments at 75 years of 
age was not a new concept, as many GPs conducted assessments prior to this age. Negative 
in terms that remuneration for in-depth assessments was only available for those over 75 
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 years. The GP opinion is indicative of the evidence presented in the literature review of this 
study which indicates that health assessments should be for those also under 75 years. 
Seventeen GPs (65.4%) rated time as a significant barrier towards the undertaking of 
assessments. Increased paperwork was a moderate (15 cases, 57.7%) or significant (8 cases, 
30.8%) barrier for GPs undertaking the assessments. 
5.1.1.2 Enabling Factors 
Prior to the GPESCL program, 21 GPs indicated that they undertook in-depth assessments on 
their older patients. In relation to how regularly they undertook assessments, on a scale of 1-
10 (1 being never and 10 being always), these 21 GPs reported an average score of 7 (almost 
always). The high rate of undertaking in-depth assessments prior to the GPESCL was 
believed to be a factor, which would enable GPs to uptake health assessments with ease. 
6
1
2
4
2
4
2
1
0
1
2
3
4
5
6
7
Age Range
N
o.
 o
f G
P 
in
di
ca
tin
g 
th
e 
ag
e 
ra
ng
e 
fo
r c
on
si
de
rin
g 
he
al
th
 a
ss
es
sm
en
ts
50-55yrs
56-60yrs
61-65yrs
66-70yrs
71-75yrs
76-80yrs
81-85yrs
>86yrs
Figure 5: Age to Consider Assessment 
Likewise, identification and gaining consent of patients was not considered to be a barrier (16 
cases, 64.0% and 18 cases, 72.0% respectively) and therefore could be reviewed as an 
enabling factor. 
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 General Practitioners viewed the availability of adequate tools to undertake health 
assessments as a moderate barrier (13 cases, 52.0%). As reported by Blyes (2000) an 
enabling factor to increase uptake of health assessments may include the need for training in 
use of assessment tools and the availability of suitably trained health assessors.  
5.1.1.3 Reinforcing Factors 
Of significant interest was that limited financial reward for effort was not regarded as a 
barrier (13 cases, 54.2%). Whilst the majority of GPs indicated that financial reward was 
either a moderate or not a barrier to uptake, it is often regarded as an environmental barrier to 
the uptake of new initiatives.  
The initial survey results presented provided evidence for many anecdotal opinions relating 
to predisposing, enabling and reinforcing factors which would impede or support the uptake 
of health assessments.  
5.1.2 Consumer View 
The practice nurse contacted 17 of the 19 patients identified. Of these, 12 completed and 
returned their consent forms. Eleven patients were contacted and face-to-face interviews 
were conducted. The findings outlined below presented patient evidence for predisposing, 
enabling and reinforcing factors. 
5.1.2.1 Medical Care Received and Sought 
Patients interviewed indicated that they had experienced a large array of medical services. 
The most predominantly mentioned was the doctor, however, patients also frequently 
mentioned the hospital, physiotherapists and medical specialists. 
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 “Seen a lot of specialists as well as doctor.” 
The patients reported seeking treatment for a range of conditions including cancer 
management and/or treatment, cardiovascular problems, diabetes management and 
management of the natural ageing process. 
All patients interviewed indicated that they were satisfied with the treatment they received 
from the medical services they accessed. 
“Tremendous, last twelve months especially.” 
“Yes, happy with treatment.” 
Only one patient indicated a slight variance, although satisfied. This comment resulted from 
what he believed to be inadequate test results coming back from the hospital to the GP. 
“Wouldn’t say happy, but satisfied.” 
All patients reported having a regular GP. One patient indicated that this was because he 
didn’t like switching GPs.  
“If you go to the clinic [major group clinic] you have to take whatever doctor you get. I don’t 
like switching so I go to [GP name] and have for eight years.” 
This finding is a positive enabling factor as it allows the GP to effectively implement health 
assessments. That is, it allows the GP to regularly conduct an annual health assessment, 
therefore enabling the GP to determine any changes in health status and preventative methods 
which need to be implemented to keep the patient in their own home longer. 
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 All patients indicated that they had no trouble with accessing or receiving treatment from 
their GP. This in itself may be a factor as to why those interviewed maintained one GP as 
their regular primary medical care provider. 
“I’m lucky so far, I’ve always had good health and just go for my yearly check-up. Never 
been an urgent thing.” 
“No they’ve been wonderful.” 
The only concern raised by two of the patients surveyed was how quickly and in one case 
inappropriately they were discharged from hospital (by other than regular GP). 
5.1.2.2 Health Assessments 
Patients were confused between the concept of regular health assessment as defined by the 
EPC item and regular check-ups from their GP. It was often only through linking the home 
visit from the nurse with health assessments that the patient recognised the difference. 
However, all patients, as per the selection process, indicated that they had received a health 
assessment. 
Patients indicated that they were happy with being involved in a health assessment every 
twelve months. All patients had a positive attitude to the assessment. These opinions are 
viewed as positive factors, which would enable the GP to re conduct the health assessment at 
the appropriate 12-month interval. 
“Didn’t bother me, quite alright, yes it was good.” 
“Oh yes, you can’t have too many of them. Rather, than put it aside until it’s too late.” 
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 “I thought it was very good really, she [the nurse] was very thorough. She 
checked where I sleep, even out the back if I needed rails, I thought it was 
very good really. Having the nurse visit is very good, because it could prevent 
people going into nursing homes. They won’t have to be put in nursing homes 
as early and that is a big factor to people who want to stay in their homes 
longer.” 
“Doesn’t worry me, I guess as you’re getting older if they know how you live it’s important 
to them.” 
“I wasn’t phased because I was given the option and I said right, we’ll go for it. If you sort of 
co-operate it makes life easier for them, doesn’t it?” 
“Think it’s a good idea, because I’m totally on my own and you know they might pick-up 
something.” 
The majority of patients didn’t believe anything else should be added, however, given the 
surveyor believed patients did not have a full comprehension of what was or should be 
included as per the EPC definition, these responses are difficult to report as qualitative 
evidence.  
“Don’t really know, they seem to be doing everything they can.” 
“Don’t think there is anything else they should have included, think it was pretty good 
really.” 
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 “No, it was very good, she [the nurse] tested my blood pressure, my vision, my hearing. It 
was handy, because the insurance company wanted an assessment of my hearing for driving, 
so that was used.” 
“I don’t think so, but at present I feel like I’m seeing the doctor too much.” 
All patients were happy or unconcerned with having a nurse undertake part of the health 
assessment. This finding supports models proposed by WVDGP and the Commonwealth to 
either contract district nurses or local nurses or to employ a practice nurse to complete the 
appropriate section of the health assessment. 
“Oh yes, it didn’t worry me, she was very efficient and professional.” 
“Doesn’t worry me at all.” 
Patients within this age group are often believed to be highly compliant with GP advice 
and/or recommendations. The fact that all patients when asked “If your doctor told you or 
sent you a letter indicating it was time for your regular health assessment, what would you 
do?” reported that they would follow the doctor’s advice and either attend the appointment 
made or make an appointment, is evidence of this.  
“Would be happy to do whatever he said.” 
“I’d follow through.” 
“Okay with whatever the doctor says, they are doing everything they can.” 
90 
 The fact that the patients were so compliant is a further positive factor enabling the regular 
implementation of health assessments. The approach of having the GP contact the patient to 
seek time to undertake a health assessment may also be viewed as a positive reinforcing 
factor for the patients. As Frank Small and Associates (1995) reported, consumers judge 
quality care by the extent to which the practice considered them important enough to see 
them promptly, values them as a business and personal dealing and that the GP treats them 
holistically and communicates well. 
Patients were asked to consider how often they believed regular health assessments should be 
conducted. Three patients indicated that every 12 months would be sufficient. Some even 
said every two years. However patients predominately indicated that it would depend on the 
person and their health. 
“I think every 12 months, but then it depends on each person and their need.” 
“Well perhaps every two years, but if you were feeling really frail, perhaps every 12 months 
would be good. You can’t be the judge for how others feel.” 
“You can’t really make hard and fast rules about what ‘s best for everybody, because we are 
all different.” 
Patients were also asked to consider at what age regular health assessments should 
commence. Their opinions were interesting, with similar results to that of how often they 
should be undertaken. Whilst a small number reported that age 75 was suitable, many 
reported that it was dependent on the individual. 
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 “Guess it depends on the people. Some people in their 60’s, others older and quite fit, so it 
depends a bit. Hard to suggest any age. I suppose from 65-70 something around that age, 75 
may be a little too far.” 
“Well it just depends so much on the person, I think. Depends how you feel, how your health 
is. But 75 sounds a good time.” 
Results on patient opinions of what age and how often health assessments should be 
conducted supports the findings from the pre-education survey, which showed that age to 
commence, and re assessment intervals varied greatly between GPs, as previously indicated 
and reiterated here. The evidence presented in literature review of this study indicates that 
health assessments should be conducted earlier than 75 years of age. It is important to 
reiterate a consumer opinion that is also indicative of the findings of this research and the 
evidence presented in the literature review. 
“You can’t really make hard and fast rules about what ‘s best for everybody, because we are 
all different.” 
Those surveyed did not tend to have substantial additional comments. The only comments 
received were to reinforce the satisfaction with the treatment received. 
“Well catered for all round. No complaints as far as treatment concerned”. 
“My GP keeps an eye on me, if I complain about something, he goes to work on it. I have no 
complaint.” 
“Agree should have a regular check-up.” 
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 5.2. Impact Evaluation 
The WVDGP, through experience in working with and undertaking educational initiatives, 
recognised many of the impeding factors in the uptake of new initiatives. In this regard the 
WVDGP, like other Australian Divisions, backed by the state based organisation, provided 
education (GPESCL Program) for GPs on the guidelines for undertaking health assessments.  
This phase of the evaluation looked at the immediate effect of the GPESCL Program, both in 
terms of the immediate education survey and the post-education survey.  The evaluation 
specifically looked at behavioral and environmental enhancement, which was believed to 
have lead to increased ability for the GPs to access health assessment items. 
Results presented in this section need to be interpreted with caution as they have been 
obtained predominantly from self-reported data. In addition, factors beyond the control of the 
GPESCL Program may have influenced capacity to change.  
5.2.1 Education Survey 
Four education sessions were undertaken in four different locations (Donald, Maryborough, 
Coleraine and Nhill). General Practitioners and practice staff from these and surrounding 
areas were invited to attend. In total 29 people attended the education sessions.  
Twenty-eight people completed the education survey. These 28 participants consisted of 16 
GPs, five practice nurses, four practice managers and three others. Those attending the 
education session and completing the survey were very satisfied with the training provided 
(60.7%), with the training meeting their expectations (57.1%) and with gaining sufficient 
information and training to commence EPC items (57.1%). 
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 Ten attendees believed that additional practice visits by the WVDGP would be beneficial in 
assisting uptake of the EPC items. This was an initiative undertaken by the WVDGP 
following the education sessions and must be taken into consideration when reviewing the 
results. A further seven attendees believed that additional computer and printed resources 
would be beneficial. 
Immediately following the education session all participants with the exception of two 
attendees, envisaged commencing uptake of the new EPC items within six months. These 
results support an increased level of access to health assessment items. 
Table 9: Envisaged Commencement of Health Assessments 
Envisaged commencement Attendees responding 
1 Week 10 
1 Month 5 
3 Months 7 
6 Months 2 
Already Started 2 
Never 2 
 
5.2.2 Post GP Survey 
Nineteen of the 35 GPs approached responded to the initial faxed questionnaire (a response 
rate of 54%). General Practitioners surveyed had a mean age of 48 years (SD: 10.3) and were 
predominantly male (15 cases, 78.9%).  
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 5.2.2.1 Behavioural Enhancement Issues 
All GPs indicated that they were aware of the EPC items. Eleven (57.9%) of GPs indicated 
that they undertook in-depth assessments on their older patients. In relation to how regularly 
they undertook assessments, on scale of 1-10 (1 being never and 10 being always), these 11 
GPs reported an average score of 5 (sometimes), the range of responses was 2-10. 
Of those undertaking health assessments, seven (63.6%) reported that they would consider 
undertaking health assessments among those 76-80 years, three (37.3%) between 71-75 years 
and one (9.1%) between 66-70 years.  
Of those undertaking health assessments, the majority of GPs believed health assessments 
should be conducted annually (7 cases, 73.6%), and that the process took 30-45 minutes (6 
cases, 54.5%). GPs reported that they predominately conducted assessments by themselves. 
Health assessments were conduced in almost equal numbers between the home and the clinic 
(52% and 55% respectively). 
Of those responding (n=17), nine GPs (52.9%) reported that the education session conducted 
through WVDGP had assisted them to uptake health assessments. Of those responding 
(n=16), 12 GPs (75%) reported that the resource distributed by WVDGP had helped them 
undertake health assessments. 
As outlined in Figure 6, before training the majority (8 cases, 47.1%) of GPs intended to start 
undertaking health assessments. Immediately following training 10 (62.5%) GPs intended to 
start but not regularly undertake health assessments. At the time of surveying six (35.3%) 
GPs indicated that they had started but were not regularly undertaking health assessments, 
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 four GPs reported that they still intended to start, while four GPs indicated that they did not 
intend to start. Five GPs (31.3%) indicated that they intended to start in the future. 
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Figure 6: Intention to Commence at Various Stages 
5.2.2.2 Environmental Enhancement Issues 
Fifteen GPs (78.9%) rated time as a significant barrier to assessments. Increased paperwork 
was a moderate (12 cases, 66.7%) barrier for GPs. Identification and consent of patients was 
not considered to be a barrier (14 cases, 77.8% and 11, 64.7% respectively). Likewise, 
limited financial reward for effort was not reported to be a barrier (13 cases, 76.5%). 
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Figure 7: Rating of Barriers towards Assessments 
A number of solutions were proposed as ways to overcome the perceived barriers to uptake 
of the EPC package. These ways included provision of a nurse to assist with assessment, 
increase the number of GPs in the region in order to be able to look after regular patients, 
establish dedicated times for health assessments and to have a brief screening before detailed 
assessment. 
Six GPs reported that the employment of practice nurses had assisted them to undertake 
health assessments. Two GPs reported financial reward, one literature and one access to a 
district nurse had been beneficial in assisting them to uptake health assessments.  
The model which would be most desirable to GPs in relation to their ability to undertake 
health assessments was the appointment of a practice nurse in the practice model (11 cases, 
64.7%). Three GPs (17.6%) also favoured the nurse available through the Division of 
General Practice model. Two GPs thought the best model was to undertake the assessment 
themselves and one determined that it was best not to undertake the assessments at all. 
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 Whilst GPs did not really report the need for further assistance or training they did indicate 
that time and funding were critical factors affecting sustainability of undertaking health 
assessments. Funding as critical to sustainability contradicts earlier reports that funding was 
not a barrier to uptake. 
5.2.2.3 Access to Health Assessments 
Whilst all GPs, including those who had and had not undertaken the EPC education program, 
were aware of the new EPC items, there had been limited maintained use of these items. This 
is consistent with evidence from Blakeman et al., (2001) and the HIC. 
5.2.3 Comparison of Surveys 
Fifteen matched GPs completed both the pre- and post-education survey. Those completing 
both surveys were predominantly male (12 cases, 80%) with a mean age of 47 years. These 
GPs had spent an average of 17 years working in general practice (range 3-34 years) and on 
average worked with five colleagues (range 1-10), however 33% of those responding 
indicated that they were solo GPs. Eighty percent of these GPs worked full-time. 
5.2.3.1 Behavioural Enhancement Issues 
There was a decrease in the number of GPs reporting that they conducted in-depth 
assessments (13 cases pre-survey and 10 cases post-survey). This result may however have 
been caused by the variation in question wording from “in-depth assessment” to “health 
assessment” in the post-questionnaire. The terminology change was required, as confusion 
would have occurred with the initial use of “health assessments”. Despite the decrease in the 
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 number undertaking assessment the rate at which they were regularly undertaken increased 
from five (sometimes) to eight (nearly always). 
Prior to the education session the majority of GPs (8) considered offering health assessments 
to those <71 years. Following the education session, nine GPs reported considering health 
assessments at >71 years. Both prior to and following education the majority (nine and seven 
respectively) believed that health assessments should be done annually. The time taken to 
complete an assessment remains around 30-45 minutes and the GPs largely did not seek the 
assistance of other health professionals to conduct the assessments. Specific comparison 
results from behavioural factors are outlined in Table 10. 
Table 10: Comparison of Behavioural Factors 
Survey Question Pre Response n=15 Post Response n=15 
Conduct in-depth assessments Yes – (13, 86.7%) Yes – (10, 66.7%) 
How often do you conduct health 
assessments (1 = never, 10 = always) 
Average 5 
(Sometimes) 
Average 8  
(Nearly Always) 
 
Age to start considering health 
assessments 
50-55yrs – 5 cases 
71-75yrs –2 cases 
76-80yrs –2 cases 
 
71-75yrs – 3 cases 
76-80yrs – 6 cases 
How often should health assessments 
be conducted? 
Yearly – 9 cases Yearly – 7 cases 
Time to complete health assessment 15-30mins – 4 cases
30-45mins – 5 cases
45-60mins – 2 cases 
15-30mins – 2 cases 
30-45mins – 5 cases 
45-60mins – 2 cases 
 
Additional help to complete Largely just GP Largely just GP 
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 5.2.3.2 Environmental Enhancement Issues 
There was no substantial change pre- and post-education around the barriers to 
implementation (location, consent, finance, tools, paperwork, and patient identification). A 
slight change was noted that location, tools and finance became less of a barrier, while 
consent became more of a barrier. Full comparison details are outlined in Table 11. The 
limited uptake of health assessment is therefore not attributed to the environmental barrier of 
inadequate financial remuneration as GPs identified remuneration as less of a barrier 
following the education session. 
The most substantial change was that relating to time as a barrier, which increased from 
being a significant barrier for six GPs prior to the education session, to 11 GPs following the 
education session. 
Byles (2000) stated that despite the environmental change in terms of remuneration, the 
barriers to uptake may include other issues including GP workload. There is evidence that 
rural GPs are often faced with competing priorities, time constraints and workforce shortages 
(Strasser, 1995). As expected, there was a substantial increase in GPs identifying time as a 
barrier following the education session, as the education or initial uptake had increased the 
doctor’s knowledge of the time required to adequately conduct a health assessment. A further 
aspect of the time required for EPC assessments is the acknowledgement from GPs that older 
patients require greater time to be effectively cared for.  
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 Table 11: Comparison Results to Barriers to Uptake 
Survey Question Pre Response n=15 Post Response n=15 
Time – barrier No – 0 cases
Moderate  – 9 cases
Significant – 6 cases
No – 1 cases
Moderate  – 3 cases
Significant – 11 cases
Location – barrier No – 10 cases
Moderate  – 2 cases
Significant – 3 cases
No – 12 cases
Moderate  – 2 cases
Significant – 1 cases
Consent – barrier No – 12 cases
Moderate  – 2 cases
Significant – 0 cases
Missing – 1 case
No – 9 cases
Moderate  – 5 cases
Significant – 0 cases
Missing – 1 case
Limited financial reward – barrier No – 8 cases
Moderate  – 4 cases
Significant – 2 cases
Missing – 1 case
No – 11 cases
Moderate  – 4 cases
Significant – 0 cases
Lack of assessment tools – barrier No – 8 cases
Moderate  – 6 cases
Significant – 0 cases
Missing – 1 case
No – 11 cases
Moderate  – 3 cases
Significant – 1 cases
Increased paperwork – barrier No – 2 cases
Moderate  – 9 cases
Significant – 4 cases
No – 1 cases
Moderate  – 10 cases
Significant – 4 cases
Identification suitable patients - barrier No – 12 cases
Moderate  – 2 cases
Significant – 0 cases
Missing – 1 case
No – 12 cases
Moderate  – 3 cases
Significant – 0 cases
Adequate time availability was identified as being required if the uptake of health 
assessments was to be sustained. Given that time was identified as a significant barrier, not 
surprisingly, GPs therefore reported that the most desirable model to successfully uptake 
health assessments would be to have a practice nurse either employed in the practice or a 
available through the Division. The feasibility of these models largely determined by the 
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 number of GPs working in a practice rather than practice size (Department of Health and 
Family Services, 1996) and the distance between practices located within the WVDGP 
region. 
5.2.3.3 Access to Health Assessments 
The education session had some impact as GP intention to uptake health assessments and 
knowledge of correct age to start considering health assessments increased, while access to 
adequate assessment tools was no longer seen as a major barrier.  
The intention to uptake health assessments as a result of the education can be viewed as a 
positive reflection of the education provided, given that Blakeman et al., (2001) reported that 
most GPs in the South West Sydney study had no specific plans to use the new EPC items 
within their practice. A confounding factor to the direct impact of the GPESCL Program on 
the increased knowledge of GPs was that the RACGP released standards on the new EPC 
items and their use just prior to the GPESCL Program. 
5.3. Outcome Evaluation 
5.3.1 Health Insurance Commission Data 
One of the aims of this study was to determine the uptake of the new item number for annual 
health assessments. To assess uptake, statistical data was collected from the HIC. The data 
related to the number of non-specialist medical practitioners providing MBS items number 
700 and 702. Specifically, these item numbers relate to claims for the provision of health 
assessments for those over 75 years. Nine months of pre-education claims and nine months of 
post-education claims data was collected. Please note that the first six months of data 
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 obtained was cumulative and that an average has been set for the initial six months, as despite 
considerable effort, monthly data were not available for this period through the HIC. 
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Figure 8: Health Assessment Claims in the WVDGP Region 
The Division training was held in September 2000 and the commencement of October 2000. 
Figure 8 therefore indicates a rise in the percentage of claims post education, which again 
declines in December 2000. A factor affecting the impact of the GPESCL Program on HIC 
claims was the short term employment of a practice nurse specifically to undertake health 
assessments at a large practice between July 2000 and October 2000.  It could be reasoned 
that the initial uptake resulted from the employment of the practice nurse, while the second 
uptake period resulted from the education session. There was, however, an increase in claims 
in April and May 2001 and the reason for this increase is unknown; although it may reflect 
that the increases seen were not due to the education provided, or the employment of the 
practice nurse at the large clinic. 
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 One postcode region was more active in undertaking health assessments and had the potential 
to influence uptake rates. It should be noted, this was not the region who employed the 
practice nurse specifically to uptake health assessments. Figure 9 therefore presents claims 
within the WVDGP, without inclusion of the high uptake postcode region. 
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Figure 9: Health Assessment Claims in the WVDGP Region Excluding a Major Uptake Area 
This figure shows an initial rise at the time of education, which again subsides following 
initial promotion. There appears to be a greater association between the employment of the 
practice nurse, than the education, to uptake rates. It is also important to note that whilst the 
practice nurse was only employed until October 2000, GPs would be required to complete 
final details of health assessments and submit them to the HIC to claim rebate. In this regard, 
it is possible that health assessments, as a result of the practice nurse, were still being 
processed in November and even December 2000.  
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 Whilst there may have been a fluctuating number of assessments undertaken, this doesn’t 
indicate the number of GPs undertaking assessments. An additional question that may be 
placed is whether a small number of GPs are accessing the items and hence the fluctuation 
based on their time, or is it that a larger number of GPs are at least attempting them, but not 
sustaining their use? 
To address this issue, HIC data on the estimated take-up calculated for 'Active' doctors (that 
is, those who had at least 375 claims for non-referred attendance’s in the June Quarter 2000) 
were investigated. The data presented in the Figure 10 indicates that the percentage of 
doctors within the Division region claiming for health assessment rose from 23% to 54%. 
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Figure 10: Estimated Take up for ‘Active’ Doctors. 
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 The rise in estimated take-up commenced prior to the education sessions. A possible 
explanation for the rise in up-take, yet the fluctuating number of claims, may be attributed to 
the fact that more GPs were attempting, at least once, to undertake a health assessment, but 
were not then routinely undertaking health assessments. 
Despite some impact on intention to uptake, or knowledge of health assessments, as shown in 
the pre- and post-education survey comparison, the HIC claim numbers show the education 
had limited impact. The HIC data shows some increase in claims immediately following the 
GPESCL Program, suggesting some immediate effect from the training provided. However, 
the rate of claims then declines and fluctuates, indicating that the level of interest and uptake 
of health assessments was not maintained.  
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 6. Discussion 
The broad purpose of this research was to investigate what factors affect change in rural GP 
practice in order to enhance primary care. This was explored through examining the impact 
of the GPSECL Program and the uptake of health assessments.  In particular, this research 
aimed to use the Precede-Proceed Model to identify and analyse factors such as the uptake of 
the annual health assessment program, the capacity for GPs to change, the barriers to uptake 
and how uptake might be enhanced. The research questions, the theories underlying the 
questions, the research method for investigation and how this reflects back to the Precede-
Proceed Model as the analytical framework have been previously outlined in Table 8. The 
results will be discussed in terms of answering the initially proposed research questions. 
6.1. The epidemiological, social and economic rationale and infrastructure for the 
program 
The limitations of the Australian health care system, in particular the Medicare system which 
rewards number of patients seen and not quality of care given, was the impetus for the 
establishment of the GPSRG. The GPSRG put forwarded a number of recommendations, 
which provided the impetus for the development of the EPC package and the inclusion on 
health assessments. These recommendations were based not only on the limitations of the 
health care system, but also on epidemiological data and consumer desire. 
The demographic trends, which show a rapidly increasing ageing population in Australia 
(Department of Human Services, 1999a) indicate that the focus on elderly health assessments 
was an appropriate initiative. The concern with the initiative was that health assessments 
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 were for those over 75 years of age. The evidence from the Department of Human Services 
(1999), as presented in the literature review is that health assessments should also be for 
those below 75 years, given that life expectancy, particularly for males, is below 75 years. In 
this regard it may be more appropriate for health assessment to be conducted earlier in life 
than the EPC prescribed age. The patients interviewed had similar views, believing that 
health assessments should be undertaken on the basis of the individual need and not age. 
Prior to the education session on how to implement health assessments, GPs reported the age 
to commence as below 75 years. Consumers, regardless of age, valued a more holistic, 
personal approach to health care. In this regard it may not be appropriate to restrict health 
assessments based on age. 
The economic rationale for the implementation of health assessments is based on the fact that 
health expenditure for those over 65 years is almost four times higher than for those under 
this age (Australian Institute of Health and Welfare, 1997b).  Any initiative that has the 
potential to be a cost-benefit has significant rationale for implementation. 
Research (Byles, 2000) has shown that health assessments have improved health, prevented 
health problems and assisted in the management of health problems that already occur. 
The above factors led the Commonwealth Government to develop and implement health 
assessment policy. Overall, health assessments are seen as a positive opportunity to 
encourage early detection and prevention of health problems in elderly patients 
(Commonwealth Department of Health and Aged Care, 1999). However, as evident in this 
research there are a number of factors affecting successful implementation.  
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 6.2. The barriers and enablers to change in General Practice 
The research outlined presents the significance of barriers or enablers in trying to implement 
practice change in general practitioners and their practices.   
The first barrier to the implementation of health assessments was remuneration for time. The 
Medicare system was considered to not encourage continuity of care, adequate consultation 
time, teamwork or case management, but rather rewarded isolated patient management. The 
Commonwealth Government addressed the barrier of financial remuneration through 
increased Medicare funding.  
Recognition of financial reward as a barrier to implementation was, however, not essential in 
a rural environment. The limited uptake of health assessments was not attributed to this 
environmental barrier as GPs identified remuneration as less of a barrier following the 
education session. The majority of GPs indicated that financial reward was either a moderate 
or not a barrier to uptake. The finding is contrary to the evidence presented in the literature. 
For example, an Australian study to assess GPs’ attitudes to, and involvement in, public 
health and preventative health care in children found that one of the main barriers affecting 
GP involvement, among other things, was inadequate financial reimbursement for long 
consultations (Waters et al., 2000). In the case of the new EPC items, remuneration for health 
assessments through the MBS was believed to be a positive reinforcing factor and in some 
cases an incentive to their implementation. The remuneration for health assessments aimed to 
encourage adequate consultation time and uptake.  
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 Another perceived barrier was understanding how to implement health assessments. The 
Commonwealth Government again allocated funding to educated GPs on the ability to access 
and implement health assessments. 
“by the Year 2002, every GP will have had the opportunity to undertake education associated 
with the new EPC Medicare items and will be providing a quality and evidence-based service 
based on the approved guidelines and standards associated with the use of the items.” 
(Department of Health and Aged Care, 1999) 
Despite recognition of these two barriers, the Commonwealth did not provide guidance or a 
robust model for implementation, such a model would have recognised and addressed 
barriers to implementation in relation to the educational program, the general practice and the 
overall environment in which GP work was required.  
The literature review identified that educational initiatives are significantly improved by 
addressing the barriers which impede GPs from successfully implementing programs, such as 
organisational factors, lack of knowledge, doubt of validity of change, lack of time and lack 
of contact with other professionals (Allery, 1997). This reflects the Health Belief Model, 
which indicates that overcoming perceived barriers to successful action is the most important 
element in establishing behaviour change. The Commonwealth Government could have 
easily achieved implementation of the education within a robust and tested model, such as the 
Health Belief Model. Potentially, such an approach could have had more positive outcomes. 
Without specific and tested models to implement the GPESCL Program, each Division of 
General Practice applied different methods to education delivery. Method selection was 
dependent on what the local Division of General Practice believed was the best approach. 
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 The flexibility in relation to delivery was viewed as positive. Flexibility had the advantage of 
increasing the ability for Divisions, such as the WVDGP, to base educational activities on 
previous experiences and to link activities with other Division programs. Division control 
allowed the GPESCL Program to address the real needs and circumstance of rural GPs 
(Transtheoretical Model), rather than the assumption that an intervention would be equally 
applicable to all. However, many of the barriers to implementation were outside of the 
individual (WVDGP) Division’s ability to address. The WVDGP along with other Divisions, 
were change agents, but did not have the capacity or finances to act as change agents for 
broader environmental or organisational factors. Lack of recognition by the Commonwealth 
Government of the impetus the GPESCL Program had to address environmental, 
organisational and cultural change was a significant omission in planning and providing the 
foundation for implementation of other programs.  
Despite the lack of a tested model or theoretical framework, the WVDGP attempted to 
address the majority of barriers by implementing a multiple strategy approach. The multiple 
strategy included the use of GP peer educators (observational learning), the inclusion of 
practice managers and practice nurses in education sessions, the provision of assessment 
tools and advice or practice service on request through the Division. The WVDGP approach 
is reflective of the evidence represented in the literature review (Davies et al., 1995; Wensing 
& Grol, 1994), which supports a range of strategies to promote change. However, there is 
also evidence in the literature that the type of interventions implemented (the use of local 
opinion leaders and educational material) have variable to little or no effect on behaviour 
change (Allery et al., 1997; Bero et al., 1998; Smeele et al., 1999). GPs function in an 
organisation, therefore, educational interventions aimed at groups of practice staff (for 
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 example, GP, practice manager, practice nurse), as implemented by the WVDGP, should be 
positive in promoting organisational change.  
In addition to the group education sessions, practice visits should have had a positive effect 
on uptake of health assessments. The limitation was that practice visits only occurred on a 
request basis from the practice. Practice visits provided follow-up reinforcement and review 
of the education provided by the peer educator. Practice visits were also a means of accessing 
GPs who were unable to attend the education session. This flexibility of time and delivery is 
viewed as critical in rural areas. Whilst practice visits were regarded as effective, they are 
expensive and time consuming in a rural Division with large distances between practices. 
The evidence presented within this study supports the view that the barriers to uptake are 
more closely linked to time, workload and availability of other health professionals, than to 
education. That is, that the limited uptake of health assessments was not necessarily directly 
attributed to remuneration or training, but rather the nature of rural general practice 
Background data and environmental diagnosis undertaken in the literature review found that 
there was evidence that rural GPs are often faced with competing priorities, time constraints 
and workforce shortages (Strasser, 1995). Blakeman et al. (2001) reported similar findings 
that time pressure, organisational complexity and lack of knowledge impeded uptake of 
health assessment items.  
There was a substantial increase in GPs identifying time as a barrier following the education 
session and understanding the in-depth assessment required to adequately conduct a health 
assessment. From a social perspective GPs acknowledged that older patients require greater 
time for effective care. Time availability, however, was viewed as a limitation in the GPs’ 
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 ability to provide quality care. Time was also identified, as being required if the uptake of 
health assessments was to be sustained.  
Given that time was identified as a significant barrier, not surprisingly GPs therefore 
established that the most desirable model to successfully uptake health assessments would be 
to have a nurse in the practice or a nurse available through the Division. In addition, the HIC 
data presented shows that nurse involvement in undertaking health assessments is one of the 
major reasons for the uptake in health assessments. The feasibility of nurse models are 
largely determined by the number of GPs working in a practice rather than practice size 
(Department of Health and Family Services, 1996), cost benefit analysis and the distance 
between practices located within the WVDGP region. As indicated by Harris and Mercer 
(2001) there is a need to expand and train the workforce within general practice to include 
people other than GPs, such as practice nurses. The SHIP trial in the UK provided evidence 
that nurses can play a positive and key role in implementing preventative activities within 
general practice (Jolly et al., 1998).  
The Commonwealth Government has recognised the advantages of having a nurse employed 
within general practice with the allocation of $104.3 million over four years in the 2001 
Federal budget for this purpose (Armstrong, 2002). This is a significant step in achieving the 
recognition and support nurses in general practice require.  
The Commonwealth Government, and to a lesser degree the WVDGP, had the opportunity to 
integrate the EPC package with the funding allocation for the employment of practice nurses. 
The integration of these two initiatives may have potentially led to a greater uptake of health 
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 assessments and could also have acted as a significant step towards addressing the critical 
environmental, organisational and cultural factors.  
In addition, nurses can be cost-effective employees for GPs, with many practices benefiting 
financially by employing a practice nurse (Mathews, 2001). A study undertaken by Mathews 
(2001) found that three different models for performing health assessments: opportunistic, 
contracting and internal employment all demonstrated high degrees of financial efficacy as 
well as qualitative benefits. Further details of the financial involvement of nurses in 
undertaking health assessment study can be found in Appendix H. These are points that need 
to be clearly outlined to GPs.  
The role and potential for nurses to assist in general practice, particularly in a rural region is a 
strategy which needs to be further addressed, and promoted to GPs as an extremely beneficial 
adjunct to their practice. The findings from this research and other reviewed research have 
shown that patients are receptive towards practice nurse involvement in general practice care. 
Opportunities exist to develop nursing roles in general practice and there is growing evidence 
that appropriately trained nurses can reduce costs and GP workload without compromising 
quality of care or patient satisfaction (Wilson et al., 2002). The role of the practice nurse does 
require further economic modeling. Economic models, could included, but not be limited to 
the practice nurse employed by a group practice, a shared practice nurse employed through a 
co-operative arrangement between practices or a practice nurse employed through a Division 
of General Practice. There is also a need, through GP training, to educate medical students of 
the benefits and areas where practices nurses can assist. 
114 
  The effective uptake of health assessments also requires organisational/administrative 
change. For example, at the practice level there is a need for recall systems, appropriate time 
allocation and flagging of potential patients. These are seen as roles largely related to 
reception staff, yet these members of the general practice or organisations were not involved 
in education activities and thus have the potential to limit uptake. It would have been 
advantageous if the GPESCL Program included a ‘whole of practice’ approach or provided 
practices with a detailed theory for organisational change. 
Without a specific model or framework there was potential for under emphasis on presenting 
the rationale and means to achieve change. It is critical this information is presented for the 
GP to be willing to consider change. Had the GPESCL Program implementation been 
structured on a theoretical framework such as the Precede-Proceed Model or an underlying 
theory, the rationale and means for implementing or considering factors for change would not 
have been overlooked. 
6.3. The impact of the GPESCL Program on changing GP practice in terms of health 
assessment uptake, service provision level and GP satisfaction  
Despite the consideration of various barriers by the WVDGP, education is believed to have 
had little effect. Whilst awareness of health assessments was raised, the data produced 
showed no substantial or significant increase in uptake related to the educational program. 
This may be in part due to, and as earlier discussed, the substantial organisational and 
cultural change required to uptake the items. Social, economic or environmental factors have 
the potential to greatly impede effective uptake and will in turn influence the GPs’ perception 
of barriers and benefits which are integral to change.  
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 General Practitioners, as supported by the theory of reasoned action, are under ‘voluntary’ 
control when choosing to or not to uptake health assessments. Reasoned action would assume 
that GPs, even prior to education, have an ingrained intention to act, and that this intention is 
the most immediate determinant of behaviour, and that all other factors influencing behaviour 
will be mediated through behavioural intention (Nutbeam & Harris, 1999). Survey results 
contradict reasoned action. Prior to the GPESCL Program, 47% of GPs intended to uptake 
health assessments. Immediately following training, 25% still intended to start, while 63% 
had started, but not regularly. Consideration of the HIC data, which shows an immediate rise, 
then decline and fluctuation in HIC claims further contradict that GPs change behaviour 
according to the theory of reasoned action.  
General Practitioner behaviour change is a process, not an event, and GPs have varying 
levels of motivation or readiness for change. General Practitioner process for change, as 
evident from the survey results, is stepped: pre-contemplation, contemplation, determination 
or preparation, action and maintenance. These steps are referred to as the Transtheoretical or 
Stages of Change Model and GPs can, as indicated by the results presented, enter or exit at 
any point and the theory applies equally to those self-initiating change and those responding 
to peer advice or education programs (Nutbeam & Harris, 1999). 
As Baldwin and Ford (1998) suggest, learnt behaviour must be maintained over a period of 
time on the job before transfer can be said to have occurred. On the basis of the fluctuating 
HIC data it can be indicated that transfer has not occurred and therefore the GPESCL 
Program has not had a significant and sustained effect.  
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 The results, as shown, indicate that GPs have different levels of adoption and that the 
presence of later or non-adopters is normal in implementing programs requiring change. 
Implementation of programs, such as health assessments, takes vastly different time periods 
to introduce, and in some cases will often never reach the entire GP population. The 
increasing difficulty of influencing late adopters and the residual group of laggards translates 
into diminishing returns on effort in health programs, and needs to be recognised in the 
planning and evaluation of programs (Nutbeam & Harris, 1999).   
Short-term negative effects for initial uptake (for example, time, lack of patient satisfaction, 
lack of tools/resources) may have also impacted on uptake and sustained regular use. This 
notion may explain why immediately following training 63% of GPs had started health 
assessments but were not regularly undertaking them. In addition, GPs respond to different 
cues to change their practice and initial changes in behaviour may be precarious and need 
reinforcement to be maintained (Armstrong et al., 1996).  
6.4. Issues specific to GPs within the WVDGP, which impact on their capacity to 
change 
General Practitioners within WVDGP have a GP to patient ratio slightly above the RACGP 
recommendation. It needs to be recognised that GPs within the WVDGP differ from their 
urban or metropolitan counterparts in their obligation to provide after-hours care, undergo 
highly demanding clinic days, have visiting rights to the local hospital, and too often be on 
call for other after hour rosters (for example, the surgeons’ roster, the anaesthetists’ roster 
and the obstetricians’ roster). Strasser (1995) reported that rural GPs provided a wider range 
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 of services and carried a heavier workload with longer hours, including substantial after-
hours work, than did metropolitan GPs. 
The role of a rural GP is highly demanding, strenuous and potentially stressful. Rural GPs 
often have problems physically and mentally coping with the community demands. Schattner 
and Coman (1998) conducted a study of GPs and found that 53% had considered leaving 
because of occupational stress. 
As a result of additional responsibilities and limited support structures, GPs within the 
WVDGP, like other rural regions, have limited time to investigate and implement new 
initiatives. Barriers to new initiatives included workforce issues, time, competing priorities 
and isolation. Environmental barriers in a rural region are often difficult to overcome, but 
need to be addressed in order to implement new initiatives, such as health assessments. 
The research findings presented show that the limited uptake of health assessments was not 
necessarily directly attributed to inadequate remuneration, training or patient opinion, but 
rather the nature of rural general practice.  
Research and initiatives aimed at reducing rural general practice demands and in particular 
workforce are needed before programs such as the EPC package can be successfully 
implemented in rural regions.  
6.5. Consumer acceptance of health assessment items and the nurse involvement 
Despite life expectancy rates, GPs reported in the pre-survey that the identification and 
consent of suitable patients was not a barrier to uptake of health assessments. However, GPs 
can also be influenced by their patients’ opinions as many older adults rated their health as 
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 good to excellent (Australian Institute of Health and Welfare, 1998). In context of the Health 
Belief Model, if the patient does not perceive susceptibility of seriousness or threat they are 
less likely to take action to protect or promote their health.  
Patients’ self-opinion of their health and willingness to follow GP recommendations had the 
impetus to significantly influence the rate of uptake of health assessments. In this regard, 
patients’ opinion of health assessments was critical to the study. Those patients having 
undergone a health assessment reported that they were happy doing so every 12 months and 
did not object about who undertook the assessment (GP or practice nurse). Patients within the 
group were also very compliant with GP advice. The compliance of this age group to follow 
advice and their view of health assessments should enable GPs to implement health 
assessments. 
Patients interviewed reported having and preferring to have a regular GP. This finding is 
significant, as under the Australian health care system there is no requirement for a patient to 
receive all their primary medical care from a particular GP or practice, unlike the United 
Kingdom and New Zealand (Harris & Frith, 1996). This finding indicates a relation of trust 
and confidence with the GP and the practice as a whole and is supported by several studies 
that have demonstrated a positive relationship between patients and their GPs increases 
patient satisfaction and their compliance with treatment plans (Bertakis et al., 1991; 
Anderson & Zimmerman, 1992; Frank Small & Associates, 1995). A regular GP promotes 
the uptake of health assessments, as GPs can undertake the assessments annually and 
therefore determine any changes in health status and prevention methods, which need to be 
implemented. 
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 6.6. Discussion summary 
One of the most significant observations throughout this study is that uptake of health 
assessments requires GPs to shift from “reactive” consultations to “proactive” consultations. 
This in itself is a substantial cultural change for GPs. It is more likely that any sustained 
changes in the uptake of health assessments have resulted from, and as outlined by Lew 
(2001), the fact that the participating GP has either an inherent affinity or comfort with the 
process.  
Introducing health assessments and producing guidelines are steps to change. However, 
greater emphasis was required, as with any program aimed at changing GP behaviour, to 
address planned behaviour principles within a model or framework. Behaviour principles, 
which understand the beliefs of GPs, what affects these beliefs and what the barriers to taking 
action are, might change behaviour. Whilst these factors were addressed to some degree at 
the WVDGP level, they were not addressed at the overarching Commonwealth Government 
level. 
Change is impacted by reciprocal determinism, that is, that behaviour and the environment 
continuously interacts and influences each other. Thus, education sessions alone do not 
produce an environment capable of, or with the capacity to change. 
There are a number of barriers and potential strategies or recommendations that may impact 
on the desired change. Evidence (Davies, 1995; Wensing & Grol, 1994) indicates that 
multifaceted interventions (that is, a combination of methods) are most successful in 
stimulating and establishing behaviour change among GPs and that this may take 
considerable time and require considerable reinforcement. 
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 In contrast, Green and Kreuter (1991) recommend that if the scope of environmental factors 
become so complex as to be impractical for planning, to concentrate attention on those 
aspects of the environment that are: (1) more social than physical (for example, 
organisational and economic), (2) interactive with behaviour in their impact, and (3) can be 
changed by social action and health policy. This is an important aspect to take into 
consideration when trying to change the behaviour of rural GPs. Particularly, as outlined in 
this study, rural GPs are faced with a complex array of environmental, social and 
organisational factors which limit their ability to successfully implement change.  
Whilst the WVDGP took a multifactorial approach to implementing the GPESCL Program, 
this approach focussed predominantly on behaviour change in isolation from the environment 
and thus did not acknowledge the dynamic and reciprocal relationship between an individual, 
their behaviour and the environment, key principles in social learning. Whilst a number of 
models were presented as applicable, the GPESCL Program may have had greater impact if a 
social learning or Health Belief Model focus was taken, combining the educational program 
with modification or recognition of environmental or organisational factors. Addressing these 
factors is difficult as many are outside the WVDGP’s area of responsibility. Whilst the 
WVDGP acted as a change agent, they did not have the capacity, time or finances to act as 
change agents for broader environmental, organisational or cultural factors. 
Lack of recognition by the Commonwealth Government of the impetus the GPESCL 
Program had to address cultural change was a significant omission in planning for health 
assessment implementation and a significant omission for the provision and implementation 
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 of future programs. Taking this view, it is understandable that there has been little impact of 
the program to date in the WVDGP region. 
A further significant aspect to take into consideration is that general practice is an 
organisation barely coping with the multiple demands being made upon it in terms of time, 
policy changes, consumer desire and societal changes. The implementation or promotion of 
one further policy or initiative such as health assessments is viewed as minor in the 
overarching picture. This is particularly in the case of the one doctor and small practice, so 
often found in rural Australia. With all these demands, GPs are unable to take a strategic 
view of the needs of general practice and therefore have difficulty in implementing 
sustainable change. 
7. CONCLUSION 
The Commonwealth Government’s introduction of the EPC package, including health 
assessment items was viewed as a positive opportunity to encourage the early detection and 
prevention of health problems in elderly patients (Commonwealth Department of Health and 
Aged Care, 1999).  
The introduction of the EPC package represented yet another policy and societal change in an 
organisation constantly confronted with change. The research presented has shown that little 
work has been undertaken on how GPs or their practices address, implement or cope with 
change. Several models have been developed to look at organisational change or health 
promotion implementation (Nutbeam & Harris, 1999), but as reported, few have been applied 
to general practice. 
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 Through applying the Precede-Proceed Model as an analytical framework, it has been 
identified that whilst the GPESCL Program increased awareness, the environmental and 
organisational barriers limited successful implementation and uptake. Barriers included time 
availability and increased paperwork. Financial reward, location of practice, consent or 
identification of patients and access to suitable tools were not regarded as barriers. Financial 
reward was rather regarded as an enabler. 
Time was a significant barrier as it represents issues relating to general practice as an 
organisation, GP workload, access to practice nurses, competing priorities, time constraints 
and workforce shortages. These issues are often more complex and less easy to address in a 
rural environment. 
Taking this into consideration it is understandable that the GPESCL Program had little effect 
on the uptake of health assessments, rather that the changes occurred from the employment of 
practice nurses or GP affinity with the process. Where change occurred, GP and patient 
satisfaction was positive. 
As evident from this research, education alone does not provide the capacity to implement 
change, and a greater multifaceted and longer-term view is needed to address the multitude of 
behavioural, organisational and environmental factors which limited their ability to change. 
Addressing these factors cannot happen in isolation or by a single organisation such as the 
WVDGP acting as a change agent. These issues need to be addressed at a Commonwealth 
Government level with support from SBOs and Divisions of General Practice. The ability to 
address these issues requires the development of a strong theoretical framework. In addition, 
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 the framework needs to address the multiple demands being made on general practice in 
terms of time, consumer desire, societal and policy changes.  
Lack of recognition by the Commonwealth Government of the impetus the GPESCL 
Program had to address these issues (environmental, organisational, or behavioural) was a 
significant omission and ineffective use of time and finances in planning for health 
assessment implementation. This was also a significant omission for the provision and 
implementation of future programs. Longer term, broader based change strategies and 
support in addition to educational strategies is required to bring about sustained cultural 
change.  
A range of strategies and/or recommendations can be proposed to overcome barriers 
identified throughout this study and potentially enhance uptake. Whilst a number of these 
strategies have been employed, there is a need for continual reinforcement and multiple 
strategy approach as cultural change takes a significant time to implement. 
Government level recommendations 
• The Commonwealth Government needs to make regulations and processes in relation to 
accessing health assessments to GPs as clear and simple as possible. The complexity of 
regulation and paperwork required by the Commonwealth to claim for the items needs to 
be simple and brief as it has been found to impede GPs’ ability to uptake health 
assessment items. 
• As indicated in the literature review and through this research, education alone does not 
produce significant change. The Commonwealth, State and Divisions of General Practice 
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 need to develop and implement clear policy to address stages of change and capacity 
building in order to increase the ability of achieving sustainable adoption of change in GP 
practices.  
• The Commonwealth must indicate the epidemiological rationale for policy change or new 
initiative promotion  
• Remuneration was not a significant incentive to uptake of health assessments however, it 
must remain for items to be accessed where and when possible. 
• Patient awareness of health assessment needs greater emphasis in terms of how they are 
accessed, why they are available and the health benefits associated with them. 
• Program implementation must also be based on a strong change management theoretical 
framework to ensure that all facets are covered for the greatest uptake of the initiative. 
• A multifaceted planned approach to implementing programs is required. 
Education design recommendations 
• Education strategies must look at the educational needs and barriers at a local level and 
address these. Education should be initiated using peer educators and predetermined or 
GP submitted case examples. The use of case examples allows the education to be 
tailored to the real needs and circumstances of GPs within the local region. Case 
examples assist in providing explanatory material about the complex causal links between 
policy, structures, processes and practices in implementing the items (University of 
Melbourne, 2002).  
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 • Education needs to address the substantial cultural change from reactive consultations to 
proactive consultations.  
• Education needs to be accessible, sustainable, reinforced and tailored to individual 
regions and where possible practices. 
• GPs need to be made aware of the evidence available that health assessments are of 
medical benefit for their patients. 
• Awareness raising and educational activities around health assessments should be 
undertaken with existing networks such as the practice managers or practice nurse 
networks. 
• Tool or resource development needs to be undertaken and promoted and reviewed at 
education sessions to assist uptake of new initiatives. GPs require simple directives, they 
do not require a number of tools from a variety of organisations to implement health 
assessments. 
General Practice recommendations 
• Effective uptake of health assessments requires significant organisational and 
administrative change at the practice level. In this regard initiatives need to look at 
engaging the whole general practice  (GPs, practice managers, practice staff and practice 
nurses) in educational activities in order to achieve organisational change.  
• In order to implement practice change a practice manager with delegated responsibility or 
a GP with leadership needs to be identified to initiate and sustain organisational change. 
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 There then needs to be a commitment or agreement within the practice of the aim and 
steps needed to implement change. 
Division recommendations 
• Continual Divisional support is required to enable change. Support is required for the 
early adopters and those who plan to uptake the items in the near future. Support needs to 
be directed to GPs, practice managers, practice staff and practice nurses. 
• The sustainable implementation of nurses within general practices or the availability of 
divisional nurses needs to be further investigated with consideration given to rural issues 
such as practice size and distance. Cost benefit analysis also needs to be investigated in 
relation to each model and presented to the practice where appropriate. 
• Where possible Divisions must maintain the promotion and knowledge of health 
assessments as part of their core business as it often takes considerable time for new 
initiatives to diffuse and often later adopters require support. In this regard the 
Commonwealth Government may need to address this in core funding agreements. 
Divisions of General Practice need to continue to offer practice visits and telephone help 
advice services.  
Further research recommendations 
• Further research specific to change management capacity in general practice is required. 
Such research would investigate the enablers and barriers to implement change. 
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 • Research into different practice models for incorporating a practice nurse with respect to 
patient outcomes and cost effectiveness is required. This research should include options 
for both group and solo general practices. 
Without recognition of the multitude of behavioural, organisational and environmental 
factors, which limited GP ability to change, initiatives will not be implemented. The 
recommendations outlined have been posed to assist in the future direction of planning and 
implementing successful initiatives. 
Facing the multitude of these demands in the current framework, GPs are unable to take a 
strategic view of the needs of general practice and therefore have difficulty in implementing 
sustainable change. 
 “Changing GP behaviour and implementing preventative roles is not a short-term task. It will 
take a decade for this role to be fully developed, however, it is time to start (Harris and 
Mercer, 2001).” 
128 
 8. APPENDICES 
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 8.1. Appendix A – Funding Agreement 
Draft Agreement on Division roles and responsibilities 
Division roles and responsibilities regarding Education and Support for GPs regarding 
EPC-MBS items. 
Preamble: 
The purpose of the funding allocated to divisions for the Education and Support for GPs 
regarding EPC-MBS items is to allow divisions to do the extra work that is required to 
integrate the usage of the EPC items within existing divisional programs. 
The extent to which a division can fulfill the roles outlined below will depend on the amount 
of additional funding allocated. Thus it would be anticipated that those divisions receiving 
smaller funding allocations will be able to run fewer education sessions than those with more 
funding. Likewise the extent to which a division can develop arrangements with local 
agencies so that GPs know who else is doing assessments or careplans will depend on the 
previous and current relationships developed at the local level. 
The Agreement: 
We the undersigned representative of <Name> Division of General Practice agree that over 
the period 1/4/00 to 31/12/01 we will undertake the following activities: 
Program Activities: 
• Inform GPs/practice staff on the way the items are meant to work 
• Disseminate to GPs and practice staff copies of assessment tools, care plan, and case 
conference formats that meet RACGP standards 
• Disseminate information to GPs on the other elements of the Enhanced Primary Care 
package 
• Provide training to GPs in assessment, case conferencing and care-planning in ways that 
suit their needs, that are appropriate for adult learning principles, and that complies with 
the approved standards and guidelines developed by the RACGP. 
• Facilitate ways for our GPs to have their say about the development of other elements of 
the EPC package. 
• Facilitate GP participation in the local implementation of other elements to the EPC 
package where required. 
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 • Facilitate changes in ways GPs practice to increase screening & work with other health 
providers. Work with practice staff on supporting such changes as are feasible. 
• Facilitate dissemination of National and State re new MBS items to local health service 
providers. 
• Develop arrangements with local health providers re working cooperatively with GPs on 
assessments, care-planning and/or case conferencing to prevent duplication and facilitate 
appropriate use of the items. 
• Disseminate information to local relevant consumer groups and the local community re 
new MBS items 
• Develop & implement local evaluation to see what is working well & what not re GP use 
of the new items. 
Reporting Requirements 
TO enable GPDV to complete reporting requirements for DHAC the division agrees to 
provide the following data to GPDV on a six monthly basis: 
• The information and/or education that has been provided to whom, by what method. 
• Written comment on local barriers and enablers to effective use of the items. 
• Written comment on support provided by GPDV – what is useful, what is not, and what 
is still needed. 
To enable GPDV to fulfill its quarterly reporting requirements it would be appreciated if 
divisions can forward to GPDV a copy of the returns to the RACGP from SME sessions that 
include the new items, and keep the EPC education Coordinator informed of any issues 
arising for divisions in facilitating GP use of the MBS items. 
Model to be adopted: 
 A. The division chooses to nominate its own expert GP to be briefed/trained to provide 
training. 
OR 
 B. The division chooses to utilise an expert GP from the central pool. 
 A. This division chooses to receive and account for the notional allocation for this 
program. 
OR 
 B. This division nominates GPDV to hold an account for the notional allocation for this 
program. 
131 
 If the division manages its own funds GPDV will required a six monthly unaudited statement 
of expenditure of specific funds, and an audited financial report on these specific funds at the 
time when the division audits its block grant. That is, this information will be required at the 
end of each financial year. 
Principles underpinning plans for GP Education, Training & Support 
Programs associated with the new MBS Items for Enhanced Primary Care. 
The plans are to: 
• be based on collaboration and consultation with stakeholders and associated groups, for 
example: GPs, Divisions, RWAs, NACCHO State Affiliates, State Offices of the 
Department of Health and Aged Care, community health providers and other community 
service providers, state health departments, university departments of General Practice, 
consumer and carer groups. 
• be based on sound adult education principles (case based, immediate feedback). 
• make provisions for reaching all GPs including salaried GPs, rural and remote GPs, AMS 
GPS and include timeframes for each strategy/activities. 
• focus on opportunities for improved collaboration with nurses, allied health providers and 
others as appropriate to achieve patient focused quality health outcomes. 
• explore joint education and training opportunities for multidisciplinary groups and 
encourage understanding of motives/resistance of each group. 
• recognise GPs current knowledge/attitudes/skills and progress form there. 
• acknowledge the evolutionary nature of the education process and opportunities for 
changes to patient management. 
• link with the developing broad national framework being coordinated through ADGP. 
• include an evaluation methodology. 
• be implemented over at least two (2) years while acknowledging the urgency of providing 
divisions and GPs with information in the initial phases. 
• build in flexibility to incorporate activities associated with other components of the EPC 
Package such as the falls prevention in older people program and the chronic disease self 
management program. 
 
GPPAC EPC Task-force on New MBS Items 
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 8.2. Appendix B – Educational Overheads  
Health Assessments -
“WHO”
 •  > 75 years
 •  Aboriginal &Torres Strait Islanders > 55
    years
 
Health Assessments -
“WHAT”
•  collection of information necessary for assessment of
health and physical, psych, social function
•  assessment of medical health & physical, psych,
social function
•  identification of opportunities for illness prevention
•  assessment signed by patient kept in records
•  copy of recommendations given to patient
Involves
Health Assessments -
“WHAT”
Involves (cont)
•   attendance by GP, but assessment information
   may be obtained by a suitable health
   professional e.g practice nurse
•   maintain register of all Health Assessments
   conducted
•   the assessment is not a health screen and
   excludes diagnostic imaging or pathology
•   any additional consultations other than the
   assessment attract an additional item fee
 
Health Assessments -
“WHEN”
•  Payable once per 12 months
Health Assessments -
“WHERE”
•  At consulting rooms
•  Home visit  (not hospital, nursing home)
 
Health Assessments -
“HOW”
Components must include:
•  Medical:    medication review, BP, pulse,
  continence, immunisation status,  (Tetanus,
  Influenza, Pneumococcal)
• Physical function:  ADL’s, falls in last 3 months
•  Psychological function:     cognition, mood
•  Social function:   availability and adequacy of
  informal and formal help when needed; are they
  caring for another person, if so they should be
  given carer support information.
Health Assessments -
“HOW MUCH”
Item         S fee        Rebate
700 >75 years;
at consulting rooms $143.25     $121.80
702 >75 years;
home visit          $202.60      $172.25
704 ATSI >55 years;
at consulting rooms $143.25      $121.80
706 ATSI >55 years;
home visit          $202.60      $172.25
 
Multi Disciplinary Care Plans -
“WHO”
Patient with
•  one or more chronic conditions
•  multidisciplinary care needs
“Chronic condition”
•  one that has been present for at least 6 months
•  or is likely to last 6 months
•  or is terminal
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 Multi Disciplinary Care Plans -
“WHAT”
•  Care plan - This is a written plan
• Preparation of care plan
• Contribution to care plan
•  Discharge care plan
•  Preparation of care plan
•  Contribution to care plan
•  Review of care plan
 
Multi Disciplinary Care Plans -
“WHAT”
Discharge care plan includes
•  as above, but related to care of patient
   upon discharge from a hospital or nursing
   home
Care plan includes
•  comprehensive assessment of needs
•  management goals
•  arrangements for implementation of a service
   plan, involving and agreed to by two other
   “formal care providers” of different disciplines
•  a planned review date
Multi Disciplinary Care Plans -
“WHAT”
    Review of care plan
• previously prepared care plan
• not claimable for hospital inpatients
includes
• revision of assessment of needs
• planned intervention
• arrangements for implementation of plan
with other “formal care providers”
 
Care Plan/Case Conference
“Formal Care Providers”
Possible participants include
•  allied health professionals
•  home and community service providers
   or care organisers
•  one may be another Medical Practitioner
Care Plan/Case Conference
“Formal Care Providers”
Aboriginal health care workers
Audiologists
Dental therapists
Dentists
Dieticians
Occupational therapists
Optometrists
Orthoptists, Orthotists or
prosthetists
Pharmacists
Physiotherapists
Podiatrists
Psychologists
Registered nurses
Social workers
Speech pathologists
 Possible participants
1. Allied health professionals
 
Care Plan/Case Conference
“Formal Care Providers”
Possible participants
2.   Home and community service
      providers or care organisers, such as
• education providers
• "meals on wheels" providers
• personal care workers
• probation officers 
Multi Disciplinary Care Plans -
“WHEN”
Activity
 Preparation of care plan -  payable once per 6 months
 Preparation of discharge care
 plan -  once for each hospital
   admission
 Review of care plan -  not more than once in
                                                         any 3 months period
 Contribution to care plan -  payable once per 6 months
 Contribution to discharge -  once for each hospital
 care plan    admission
 
Multi Disciplinary Care Plans -
“WHERE”
• Home
• Hospital / Nursing home
•  discharge care plan
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 Multi Disciplinary Care Plans -
“HOW”
•  Documented
•  Patient agrees to management goals
•  Prior informed consent
•  Two care providers (other than the GP or the
patients carer) must be involved.
l The item number is claimed when agreement to the
plan has been received by the other care providers.
Plan requires
 
Multi Disciplinary Care Plans -
“HOW  MUCH”
Item S fee     Rebate
720 Preparation of care plan    $184.20  $156.60
722 Preparation of discharge   $184.20  $156.60
care plan
724 Review of care plan $  92.10  $ 78.30
726 Contribution to care plan $  25.85  $ 22.00
728 Contribution to discharge   $  25.85  $ 22.00
care plan
Case Conferences -
“WHO”
Patient with 1 or more chronic conditions
AND
multi-disciplinary care needs
 
Case Conferences -
“WHAT”
(Time based)
•   Organisation and co-ordination of case
    conference
•   Organisation and co-ordination of discharge
   case conference
•   Participation in a case conference
•  Participation in a discharge case conference
Case Conferences -
“WHEN”
Case conferences
•  Maximum 5 per year
Discharge case conferences
•  Not more than once for each
   hospital admission
 
Case Conferences -
“WHERE”
•  Where appropriate
•  All Health Service Providers must be present
at the same time either face to face, by video
or tele-conference.
Case Conferences -
“HOW”
1.  Organisation  and  coordination
2.  Participation in a case conference
 
Case Conferences -
“HOW”
1. Organisation & coordination  (page 1 of  3)
•  At least 2 other formal care providers
•  All participants provided with summary
•  Prior informed consent
Requires
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 Case Conferences -
“HOW”
1. Organisation & coordination  (page 2 of 3)
Includes
•  Provision of relevant patient history
•  Identification of problems
•  Identification of management issues
•  Setting (or review) of goals
•  Evaluation of progress
•  Management strategy
•  Allocation of tasks to team members
 
Case Conferences -
“HOW”
1. Organisation & coordination  (page 3 of 3)
•  List of participants
•  Times the conference commenced and
   concluded
•  Problems, goals, strategies discussed
•  Summary of outcomes
Recording
Case Conferences -
“HOW”
Must be at the request of the person organising
    the case conference
 •  Includes
•  explaining and consenting the patient
•  recording the patients consent
•  the date & times of the conference starting & ending
•  the names of the participants
•  matters relating to the doctor’s participation
•  putting a copy in the patient’s record
•  giving the patient a summary of the conference
2. Participation in a case conference
 
Case Conferences -
“HOW”
1. Organisation & coordination
2. Participation in a case conference
Case Conferences -
“HOW MUCH”
Organise & coordinate a case conference
740 15 to 30 minutes $  71.65      $  60.95
742 30 to 45 minutes $107.45      $  91.35
744 > 45 minutes $143.25           $121.80
  746   15 to 30 minutes    $  71.65         $  60.95
  749   30 to 45 minutes    $107.45         $  91.35
  757   > 45 minutes    $143.25         $121.80
  Item   S fee         Rebate
 Organise & coordinate a discharge case conference
 
Case Conferences -
“HOW MUCH”
Item           S fee      Rebate
Participate in a case conference
759 15 to 30 minutes    $  51.15          $ 43.50
762 30 to 45 minutes     $  81.85      $ 69.60
765 > 45 minutes $112.55      $ 95.70
Participate in a discharge case conference
768 15 to 30 minutes    $  51.15      $ 43.50
771 30 to 45 minutes    $  81.85      $ 69.60
773 > 45 minutes $112.55      $ 95.70
User Guide - “Who, What, When,
Where, How, & How much?”
•  Health Assessments
•  Multi-Disciplinary Care Plans
•  Case Conferences
ref. MBS Book 1st Nov 1999
      Sections A.20, A21, A22; Pages 32-35;
      Items 700-773
 
Case Conference
•  This is a discussion process for patients with a
medical condition that has been or is likely to be
present for at least 6 months or that is terminal.
•   It requires a minimum of three care
   providers to be physically or electronically
   present at the one time (one of whom must
   be the patients GP)
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  Case Conference - Check List (1)
•   Detail to the patient the nature of the conference, the
participants, the patients right to specify what may or
may not be conveyed, and that a charge may be made
by the GP for which a Medicare rebate will apply.
•  Obtain and record patient’s consent
•  Arrange conference time and date
•  Using an agreed proforma, review patient’s history
-  identify outcomes to be achieved
-  identify multi disciplinary care needs
-  identify tasks
-  allocate tasks to team members for action
 
Case Conference - Check List (2)
•  Record date and time of conference and
participant details
•  Provide a summary to patient and team
  members
•  Arrange for Discharge Care Plan (as required)
•  File a copy in the patient’s history
Care Plan
•  This is a written Care Plan or Discharge Care
Plan for patient’s with a medical condition that
has been or is likely to be present for at least 6
months or that is terminal.
•  Unlike Case Conferences, participants DO NOT
   have to be in communication at the same time
   but may be in contact by telephone, fax, email
   or in writing
•  It requires a minimum of three care providers
   (one of whom must be the patients GP)
 
Care Plan - Check List  (1)
•  Detail to the patient the nature of the plan, the
participants, the patients right to specify what may
or may not be conveyed, and that a charge may
be made by the GP for which a Medicare rebate
will apply.
•  Obtain and record patient’s consent
•  Assess & record healthcare needs & community
  services required
Care Plan - Check List  (1)
(cont)
•  Record patients agreement to the Care Plan
   and date for its review.
•  Provide a copy to team members (and
   DVA if appropriate)
•  File copy in the patients records.
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 8.3. Appendix C – Ethics 
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8.4. Appendix D – Pre Survey Details 
To   INSERT GP NAME 
Fax Number  INSERTGP FAX NUMBER 
From   Alicia McGrath 
Date   6 January, 2005 
No Pages  3 
 
RURAL ISSUES SURROUNDING THE UPTAKE OF THE  
ENHANCED PRIMARY CARE ITEMS 
In relation to the upcoming Enhanced Primary Care Training Session to be held on 
Wednesday 15th of November in Nhill, could you please complete the attached brief survey. 
Data gathered will be utilised by the Division in future planning of education programs and 
will also assist in the completion of my Masters degree. The West Vic Division of General 
Practice is supporting my endeavours to evaluating the uptake and use of the new Enhanced 
Primary Care items and the GP Education, Support and Continuing Linkages Program run 
through West Vic Division of General Practice. 
I would therefore like to ask you to complete the attached survey prior to the training session 
and fax it back to me on 5381 0313. Please note all information obtained will be de-
identified. 
At a later stage I will also be conducting very brief follow up surveys. Thank you for your 
time, your cooperation is much appreciated.  
Should you have any queries or concerns, please call on 5381 1756. 
 
Kind regards 
Alicia McGrath  
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 West Vic Division of General Practice - Introductory Survey 
The West Vic Division of General Practice has received funding to investigate the uptake of the Enhance 
Primary Care Items. In order to assess the uptake of these items we would like to set a benchmark and seek 
information on your current practice and care of the over 75 year population.  The questions below have been 
generated from the Enhanced Primary Care Guidelines. Please feel free to speak openly and expand on selected 
questions. Please note that all information gathered is confidential and your identity will not be revealed. Please 
fax you completed forms to Alicia McGrath on 5381 0313 
Please complete the following personal details: 
Age:_____  Gender:________  Postcode of practice:_____  No. of yrs spent in General Practice: ____ 
Are you Full or Part time in General Practice?__________ No. of GPs in practice:________________ 
 
1. Do you undertake in-depth assessments on the health of your older patients? 
 Yes   No 
If yes, on a scale of 1 to 10, with 1 being never and 10 being always, how often do you 
currently undertake in-depth assessments on the health of your older patients? 
 
1 2 3 4 5 6 7 8 9 10 
Never         Always 
 
2. If so at what age of your patient do you start to consider undertaking in-depth assessments? 
 50-55 years 
 56-60 years 
 61-65 years 
 66-70 years 
 71-75 years 
 76-80 years 
 81-85 years 
 > 86 years 
 other: _________________________________________________________________ 
 
3. How often do you feel that an elderly patient should have an in-depth assessment? 
 quarterly 
 half yearly 
 yearly  
 every two years 
 other: __________________________________________________________________ 
 
4. How long does it take you to complete an in-depth assessment? 
 < 15 minutes 
 15-30 minutes 
 30-45 minutes  
 45-60 minutes 
 > 60 minutes 
 other: __________________________________________________________________ 
 
5. In undertaking the in-depth assessment, do you complete it by yourself or do you in enlist the help of 
another health care provider (e.g. Practice nurse, O/T, pharmacist)  
 By myself 
 Practice nurse 
 Pharmacist 
 Occupational Therapist  
 Physiotherapist 
 Psychologist 
 Carer 
 other: __________________________________________________________________ 
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 6. How do you rate the following as barriers towards you undertaking in-depth assessments?  
 
Not a barrier 
Moderate barrier Significant barrier 
Time    
Location    
Lack of adequate assessment tools    
Consent issues    
Limited financial reward for effort    
Increased paperwork    
Identification of suitable patients    
 
7. On a scale of 1 to 10, how often do you regularly let patients inform you of their health problems and 
concerns in detail? 
 
1 2 3 4 5 6 7 8 9 10 
Never         Always 
 
8. On a scale of 1 to 10, how often do you give elderly patients sufficient information to enable them to 
make informed decisions around their health care? 
 
1 2 3 4 5 6 7 8 9 10 
Never         Always 
 
9. On a scale of 1 to 10, how often does your practice work with a range of other relevant health and 
community services in the local area to improve patient care? 
 
1 2 3 4 5 6 7 8 9 10 
Never         Always 
 
10. On a scale of 1 to 10, how often does the practice provide health promotion and disease prevention 
services? 
 
1 2 3 4 5 6 7 8 9 10 
Never         Always 
 
Are the services provided based on scientifically validated guidelines? 
 Yes 
 No 
 
11. On a scale of 1 to 10, how often do you provide continuity of care for your elderly patients? (i.e. 
relationship building) 
 
1 2 3 4 5 6 7 8 9 10 
Never         Always 
 
12. On a scale of 1 to 10, are your how accessible are you practice services to all patients, including those 
with physical disabilities? 
1 2 3 4 5 6 7 8 9 10 
Never     Always 
 
Other comments 
__________________________________________________________________________________________
__________________________________________________________________________________________
________________________________________________________________________ 
PLEASE FAX BACK COMPLETED SURVEY TO (03) 5381 0313 
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 8.5. Appendix E – Consumer Survey Details 
 
 
<Date> 
 
<Address> 
 
 
Dear <Name> 
 
Administrative review of Health Assessments 
 
As our Practice Nurse has discussed with you, we have been requested by Ms Alicia 
McGrath to assist her with the research project she is undertaking as part of her Masters 
degree in Health Science through the University of Ballarat.  This is a private research 
project supported by our local West Vic Division of General Practice.  As part of this 
research, she is keen to find out patients’ views on health assessments. This research will 
potentially help Doctors deliver better services to older patients. 
 
She has requested that we contact patients who have had a health assessment done by this 
Clinic within the last 12 months, to invite you to participate in this study.   If you are 
interested in taking part, please complete the consent form enclosed, and return it in the 
reply paid envelope provided. 
 
To gather this information Alicia can either visit you in your home or talk to you on the 
telephone. Either will take about 15 minutes of your time and can be conducted at a time that 
suits you.  
 
Any information provided will be confidential. A report will be produced combining 
opinions without detailing any names or addresses.  This summary report may be made 
available to your GP, but you may specify if there is any information you wish to have 
withheld from him.  
 
On receipt of your signed consent, Alicia  will be in contact. 
 
 
Kind regards 
 
 
Practice Manager 
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 UNIVERSITY OF BALLARAT / WESTVIC DIVISION OF GENERAL PRACTICE 
 
MASTERS RESEARCH PROJECT: 
 
HEALTH ASSESSMENT STUDY 
 
 
Consent Form 
 
 
Please fill out below 
 
Name: .  . . . . . .  . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . ... . . . .. . . . . .  
Address:   . . . . .  . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . ... . . . .. . . . . . 
                 . . . . .  . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . ... . . . .. . . . . . 
Telephone Number: . . . . . . .  . . . . . . . . . . . . . . . .. . . . . . . . ... . . . .. . . . . . . . . 
 
I consent to participate in the Health Assessment Study.  
 
The study has been explained fully to me, verbally and in writing, and any questions I have 
had, have been answered to my satisfaction. 
 
I understand that: 
• all information I provide is confidential.  
• A combined report will be produced.  
• I am free to withdraw my consent at any time during the study. 
 
 
SIGNATURE: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   
 
DATE: . . . . . . …….. . . .. . . . . . . . . . . .   
 
 
As part of conducting this study, we have also been requested to inform you of a free local 
counsellor (Shirley Glover at Wimmera Community Care, Ph: 52819242). Alternatively you 
are free to contact Dr Horwood or the Practice Nurse on 5381 1522. 
 
Please return this form in reply paid envelope to: Alicia McGrath, West Vic Division of 
General Practice, 
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 CONSUMER QUESTIONS 
 
1. All participants to give their first name and state briefly the thing they have learned about 
their health needs as they age. 
 
TRANSITION QUESTIONS 
 
2. Have any of you had any first hand experience of accessing medical services (GP, Physio 
other) in the last twelve months?  
a) Tell me about it? 
b) Were you satisfied with the service you received? (this is a key question) 
 
3. Do you have a regular GP who have consulted in the past 12 months (Please do not indicate 
GPs name)? 
 
KEY QUESTIONS 
 
4. Have you had trouble getting any treatment or service from your GP in the past 12 months 
(i.e. Can’t get an appointment, consultation too short)? 
 
5. Does your GP offer you or do you have regular health assessments (explain health 
assessment)? 
 
6. What is your attitude towards health assessments? 
 
7. What should be included in a health assessment?  
 
8. How do you feel about having nurses undertake part of the health assessment is 
appropriate? 
 
 
CONCLUSION 
 
9. Do you have any other comments? 
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 8.6. Appendix F  - Education Survey Details 
1. Please indicate your status  
 
  Rural GP     Practice Manager 
  GP Register    Other 
  Practice Nurse 
 
 
2. Please circle the appropriate number that relates to your level of satisfaction, using 
the following scale. 
 
Dissatisfied    Moderately      Mostly        Very 
        Satisfied    Satisfied   Satisfied 
         1                2           3           4 
 
 
 
2.1 Training provided   1 2 3 4 
 
2.2 Training expectations met  1 2 3 4 
 
2.3 Sufficient training & information  1 2 3 4 
to start commencing EPC items 
 
3. In the following months, what support would you like the Division to provide to assist you 
in your uptake of EPC items (e.g. further material, training, practice visits, computer 
database) 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
 
4. When do you envisage commencing EPC items 
  Never    6 months 
  1 week    12 months 
 1 month     Over 12 months 
 3 months 
5.  Are there any questions which haven’t been answered 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
 
Thank-you for your participation 
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 8.7. Appendix G – Post Survey Details 
To   INSERT GP NAME 
Fax Number  INSERT GP FAX 
From   Alicia McGrath 
Date   8 May, 2001 
No Pages  3 
 
RURAL ISSUES SURROUNDING THE UPTAKE OF THE  
ENHANCED PRIMARY CARE ITEMS 
Firstly I would like to thank those who completed the first survey for my study. As you 
would be aware, I am currently undertaking a Masters degree through the University of 
Ballarat. For this degree I am evaluating the uptake and use of the new Enhanced Primary 
Care items and the GP Education, Support and Continuing Linkages Program run through 
West Vic Division of General Practice. 
The West Vic Division of General Practice is supporting my endeavors and will be utilising 
data for future planning of education programs. 
I would therefore like to ask you to complete the attached 6 month follow up survey and fax 
it back to me on 5381 0313. Please note all information obtained will be de identified. 
Thank you for your time, your cooperation is much appreciated.  Should you have any 
queries or concerns, please call on 0417 108847. 
Kind regards 
Alicia McGrath  
West Vic Division of General Practice 
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 6 Month Follow-up Survey 
The West Vic Division of General Practice has received funding to investigate the uptake of the Enhance 
Primary Care Items, in particular health assessments. Please feel free to speak openly and expand on selected 
questions. Please note that all information gathered is confidential and your identity will not be revealed. Please 
fax you completed forms to Alicia McGrath on 5381 0313 
 
1. Please complete the following personal details: 
Age: ___________ Gender: ____________ Postcode of practice: ________________     
 
2. Are you aware of the new Enhanced Primary Care Items? 
  Yes          No 
 
3. In the last 6 months have you undertaken health assessments on your older patients? 
  Yes          No (If no, please re commence at question number 9) 
If yes, on a scale of 1 to 10, with 1 being never and 10 being always, in the last 6 months how 
often have you undertake health assessments on your older patients? 
 
1 2 3 4 5 6 7 8 9 10 
Never         Always 
 
4. What age of your patient do you start to consider undertaking health assessments? 
 50-55 years 
 56-60 years 
 61-65 years 
 66-70 years 
 71-75 years 
 76-80 years 
 81-85 years 
 > 86 years 
          other: _____________________ 
 
 
5. How often do you feel that an elderly patient should have a health assessment? 
 quarterly 
 half yearly 
 yearly  
 every two years 
 other: _______________________________________________________________________ 
 
6. In the last 6 months how long has it taken you on average to complete a health assessment? 
 < 15 minutes 
 15-30 minutes 
 30-45 minutes 
 45-60 minutes 
 > 60 minutes 

other:_________________________ 
 
7. In undertaking health assessments within the last 6 months, do you complete it by yourself or do you in 
enlist the help of another health care provider (e.g. Practice nurse, O/T, pharmacist)?  
 By myself 
 Practice nurse 
 Pharmacist 
 Occupational Therapist  
 Physiotherapist 
        Psychologist 
 Carer 
 other: ______________________ 
 
8. What services to you tended to refer patients to? 
________________________________________________________________________ 
 
9. What percentage of health assessments are conducted at 
Patients Home                    ______% 
Clinic     ______ % 
Other (please indicated other)                ______ % __________________________________ 
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 10. In the last 6 months how would you rate the following barriers towards you ability to undertake 
health assessments and does your practice have the capacity to overcome these barriers?  
 
 Not a 
barrier 
Moderate 
barrier 
Significant 
barrier 
Capacity to overcome 
(Yes or No) 
Time     
Location     
Lack of adequate assessment tools     
Consent issues     
Limited financial reward for effort     
Increased paperwork     
Identification of suitable patients     
11. Can you think of ways in which these barriers may be overcome? 
__________________________________________________________________________________________
__________________________________________________________________________________ 
 
12. What has helped your practice to uptake health assessments? 
__________________________________________________________________________________________
__________________________________________________________________________________ 
 
13. In relation to the ability to undertake health assessments which of the following models would be most 
desirable? 
 Nurse consultant in the practice 
 Nurse available through Division  
 Undertake assessments yourself 
 Do not undertake assessments 
 
14. Has the education session conducted through West Vic Division of General Practice assisted you in 
the uptake of the EPC item for health assessments? 
  Yes          No 
 
15. Did the resource (kit) distributed by West Vic Division help you to undertake the health assessments? 
  Yes          No 
 
16. What were your initial intentions towards health assessments before the training, immediately after 
the training, currently and in the future? 
 Do not / Did not 
intend to start 
Intend to 
start 
Started 
but not 
regular 
Started and 
regularly 
undertaking 
Maintaining 
(will continue to 
undertake) 
Before training      
Immediately following 
training 
     
Currently      
In the future      
17. Should you require further assistance or training, what is this? 
__________________________________________________________________________________________
__________________________________________________________________________________ 
 
18. What do you see as being required to ensure the sustainability of undertaking of health assessments? 
__________________________________________________________________________________________
__________________________________________________________________________________ 
Other comments____________________________________________________________ 
PLEASE FAX BACK COMPLETED SURVEY TO (03) 5381 0313 
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 8.8. Appendix H: Financial implications of nurse involvement in health assessments. 
 
Health Assessments in General Practice 
Exploring the financial advantage/disadvantage 
 
 
Monash Division of General Practice 
May, 2001 
Mary Mathews 
Jonathan Pietsch 
‘Supporting GPs in EPC’ Project 
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HEALTH ASSESSMENTS IN GENERAL PRACTICE 
EXPLORING THE FINANCIAL ADVANTAGE/DISADVANTAGE 
 
INTRODUCTION  
 
In November 1999, the Commonwealth Government introduced payment for GPs to conduct annual 
health assessments for their patients aged over 75 years (or 55 years in the case of Aboriginal and 
Torres Strait Islanders), through the Enhanced Primary Care MBS items.  The Monash Division of 
General Practice, in collaboration with four neighbouring Divisions, undertook a study which describes 
the general practice response to this new initiative.  Specifically, we focused on the emerging models 
of practice, the practice nurse role and the role of Divisions in supporting GPs.  The following is a 
report on just one aspect of our findings and is based on data collected via interviews with GPs and 
staff in 25 practices across the 5 Divisions.  The study sample included solo, small and large group 
practices, with a range of staffing and organisational structures.  There were no rural practices, 
although a number described themselves as ‘semi-rural’ or ‘urban fringe’, especially in terms of 
distance/access to other health services. 
PURPOSE 
 
The aim of this document is to provide objective information on the financial advantage or 
disadvantage of incorporating health assessments into a GP’s normal practice.  
METHOD 
 
Identifying the financial advantage or disadvantage of conducting annual health assessments requires 
several steps. These are: 
1. Understanding the tasks required to complete a health assessment. 
2. Describing the different approaches to health assessments (models). 
3. Identifying cost assumptions and their source. 
4. Performing a sensitivity analysis to explore variations and uncertainty. 
 
1. Health assessment tasks 
The RACGP has developed guidelines that describe the core elements of a health assessment.  
Using these guidelines as a basis, our study collected further information on how the guidelines 
translate into practice: what are the core tasks, who performs them, how much time is spent on each?  
As a result, five steps were identified in the process of conducting a health assessment: preparation; 
patient recruitment; functional assessment; medical assessment and finalisation.  The key 
tasks/activities which may be included in each of these steps are listed in Table 1. 
 
Table 1:  Health Assessment activity pathway. 
 
Step 1       → Step 2       → Step 3       → Step 4       → Step 5 
PREPARATION PATIENT 
RECRUITMENT 
FUNCTIONAL 
ASSESSMENT 
MEDICAL 
ASSESSMENT 
FINALISATION 
Consider and plan 
approach 
Recruitment letter Activities of daily 
living 
Blood pressure Finalise report 
 
Review and clean 
data base 
Follow up phone call Psychological Pulse rate & rhythm Summary to patient 
Prepare patient 
summary 
Sticker on file Social Medication review Enter for recall 
 
Role clarification & 
staff training 
Arrange 
appointment 
 List issues for 
management 
 
 Patient consent    
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 2. Description of the different models 
 
While each general practice environment is unique, three prominent health assessment models have 
emerged.  These have been termed: 
• Opportunistic model - GP completes full assessment;  
• Contracting model - GP contracts external agency/individual and shares tasks; 
• Internal employment model - GP employs staff and shares tasks. 
 
Model A - Opportunistic model – usually practice-based assessment 
• The GP, upon seeing a patient aged 75 or older, invites them to return for a health assessment.  
Approximately 2 minutes is taken to explain to the patient what is involved in a health 
assessment.   
• The patient books a double appointment with the receptionist.  The GP undertakes the 
assessment in the consulting rooms - average time is 30 minutes.   
• The patient then receives a copy of the health summary.   
Some activities of Step 2, and all aspects of Steps 3 - 5 of the activity pathway in Table 1. are 
included in this model 
 
Model B - Contracting model – usually home-based assessment 
• The GP enters into discussions with a third party to complete the functional assessment of the 
patient in their own home.  This may be an organisation, e.g., RDNS, or an individual health 
professional.   
• After an agreement and fee is established, the GP identifies a group of patients, obtains their 
individual consent to participate in a health assessment and notifies the third party. 
• The third party then contacts and visits the patient.  They provide a report to the GP, including 
recommendations.  
• The patient then attends the practice for the GP to complete the medical assessment and provide 
a summary - an average of 30 minutes.   
All steps of the activity pathway in Table 1 are included in this model, although not all activities for 
Step 1 (preparation) and Step 2 (patient recruitment) are performed. 
 
Model C - Internal employment model – usually home-based assessment 
• The practice employs or redirect current allied health staff (usually a nurse) to be involved in 
health assessments and to coordinate a systematic approach. 
• The practice proactively identifies and recruits their 75+ patient population.  This role may be 
shared between GP and staff, or be allocated to staff to coordinate.  For example, the nurse may 
be responsible for sending letters of invitation to eligible patients, or the GP may see patients first 
and obtain consent. 
• The nurse conducts a home assessment, taking an average of 2 hours per visit including travel 
time.   
• The patient then attends the practice for the GP to complete the medical assessment and provide 
a summary - an average of 30 minutes.   
All steps of the activity pathway are included in this model.  The 3 models are summarised in Table 2. 
below. 
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 Table 2: Models by key components and allocation of roles.  (* AHP = Allied Health 
Professional) 
 
 Model A 
Opportunistic 
Model B    
Contracting 
Model C           
Internal 
employment 
 GP AHP* GP AHP GP AHP 
Step 1  Preparation 
 
  9  9 9 
Step 2  Patient 
             recruitment 
9  9  +/- 9 
Step 3  Functional  
            assessment 
9   9  9 
Step 4  Medical  
            assessment 
9  9  9  
Step 5  Finalisation 
 
9  9  9 9 
 
3. Identification of cost assumptions and their source 
 
All costing exercises are based on a set of assumptions that will influence the final result.  It is 
important that the assumptions are transparent and consistent across all models. The assumptions in 
this costing exercise are: 
• Income is based on the bulk billing rate, i.e., 85% of the Medicare schedule fee. 
• GPs are completing 4 health assessments per week – this figure is based on the average across 
the 25 GPs interviewed. 
• The hourly rate of income varies for GPs depending on number of consultations per hour. 
 
The key costs in implementing the health assessment are the GPs time, contracting costs and 
employment costs for allied health staff.  See Table 3 for cost assumptions and their source. 
 
Table 3: Cost assumptions and their source 
 
ITEM COST SOURCE 
Standard (averaged) GP 
consultation 
$24.50  Commonwealth Medical Benefits 
Schedule, 2000.   
See Appendix 1 for calculation. 
GP time  Between $98 to $147 per hour Based on 4 – 6 consults per hour  
RDNS fee per assessment  $70.00 RDNS contract, 2000. 
Allied health staff $22.78 per hr (Incl. 25% on costs) Division 1 Grade Two nurse, year 6 
 
Costs excluded from this process are: 
• GP time spent in planning the health assessment process (one-off cost). 
• Practice administration time - no additional time is assumed. 
• Non-labour consumables are seen as negligible or comparable to routine practice. 
• Travel costs were also seen as negligible by most practices.  Some practices included travel 
costs in the gross income of the nurse. 
 
4. Sensitivity analysis 
 
A sensitivity analysis is used when there is a high level of uncertainty about a variable, providing 
analysis of values within a range rather than an exact amount.  The key variable for this costing 
exercise is the amount of GP time spent on the health assessment.  A sensitivity analysis is 
152 
 conducted based on the amount of time GPs spend on health assessments as reported by the 25 
GPs in our sample. 
 
To identify the business advantage or disadvantage of health assessments it is crucial to have a 
comparator; in this case the GP’s usual hourly rate for consultations.  Due to the wide variation in 
GP incomes, this variable will also be subjected to a sensitivity analysis. This sensitivity analysis is 
based on GPs completing between 4 to 6 consultations per hour.  
FINANCIAL ANALYSIS 
 
Two outcome measures have been chosen to assess the financial advantage/disadvantage of health 
assessments.  These are (i) the GP’s hourly rate of remuneration, and (ii) the GP’s annual income.  
The hourly rate was chosen as GPs most frequently used this unit to measure the value of their time.  
The annual income measures the value of doing health assessments over time.  
Outcome Measure 1 - Income per hour 
In Table 4. the five steps of the activity flow chart (see Table 1) have been combined with the three 
models identified.  Costs were calculated based on the amount of time spent on each task, and 
whether the GP or allied health staff member (AHP) performed the task. GP time and tasks are 
shaded. 
 
Table 4 Income per hour 
 
  
Model A 
Opportunistic 
 
 
Model B 
Contracting 
 
Model C 
Internal employment 
 Time Cost Time Cost Time Cost 
Step 1   N/A       
Step 2       
Proactive patient contact 
 
2 mins 
(GP) 
$3.13 5 mins 
(GP)  
$7.83 5 mins 
(AHP)  
$1.90 
Step 3       
Functional assessment 
 
30 mins 
(GP) 
$49.00 N/A  
(RDNS) 
$70.00 
per assess 
2 hours 
(AHP) 
$45.55 
Step 4       
Medical assessment 
 
  30 mins 
(GP) 
$49.00 30 mins 
(GP) 
$49.00 
Step 5        
Summary 
 
      
85% schedule fee 
(Income ) 
$124.35 $175.85 175.85 
Total non GP 
expenditure   
$0 $70.00 $47.45 
GP time/assessment (a) 32 minutes  35 minutes  30 minutes 
Income per assessment 
minus non-GP costs (b) 
$124.35 105.85 $128.40 
Equivalent per hour rate*  $233.15 $181.45 $256.80 
*Calculated as: 60mins /(a) x (b) 
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 Sensitivity analysis - Income per hour 
As discussed previously, the GP time spent in the health assessment and the actual hourly rate for 
the GP are the two main variables that require a sensitivity analysis.  The GPs from our sample 
indicated that the GP time for the different models varied from 20 to 45 minutes.  
  
Table 5: Results of the sensitivity analysis. Income per hour based on GP time used. 
 
GP time used in health 
assessment 
Model A 
Opportunistic 
Model B 
Contracting 
Model C 
Internal employment 
20 minutes N/A $254 $385 
30 minutes $233 $181 $256 
45 minutes $158 N/A $171 
RESULTS 
 
Model B: Opportunistic model  
No GPs reported spending only 20 minutes with their patients for a health assessment.  In the case of 
GPs spending 30 minutes with their patients they were earning the equivalent of $233 per hour.  
Where this was extended to 45 minutes the earnings per hour was reduced to $158 per hour.  
 
Model B: Contracting model  
Where GPs were spending 20 minutes with their patients after receiving the report from the contractor 
they were averaging $254 per hour.  This would be reduced to $181 if they averaged 30 minutes with 
their patients.  It is worthwhile noting that model B has used the real example of the RDNS fee.  If the 
contracting rates were less, then this would obviously increase the remuneration to the GP. 
 
Model C: Internal employment model 
Upon completion of the home assessment by the allied health staff and where the GP was seeing the 
patient for 20 minutes, the hourly rate for the GP was $385.  Where the GP was spending 30 minutes 
with the patient this hourly rate dropped to $256.  
 
CONCLUSION: 
 
Based on the costing model and the assumptions used, the sensitivity analysis indicates that GPs can 
earn between $158 to $385 per hour.  For this paper it has been assumed that GPs usually earn 
between $98 and $147 per hour.  This shows that in the worst case scenario the completion of health 
assessments is more profitable than the best case scenario of what GPs can earn through routine 
care. 
Outcome Measure 2 – Annual income  
 
A second way of identifying the business advantage/disadvantage of health assessments is to view 
the income over a 12 month period.  This also requires a number of assumptions in relation to GP 
workforce information.  
 
For the purpose of analysing GP workforce information the RACGP has defined a full time workload 
to be 108 consultations per week, i.e., 4,968 consultations per year for a 46 week year.1  This is 
based on a GP working 36 hours per week spending 75% of this time in consultations with patients 
and averaging 15 minutes per consultation.  In 1997-98, GPs in Australia (including Other Medical 
Practitioners) provided care in 105,201,523 encounters an average of approximately 6,000 
                                                 
1 General Practice in Australia: 2000 P.44 
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 consultations per GP per annum. This is an underestimate as part time and casual GPs are included.2 
Hence for this exercise it is assumed that a full time GP will conduct between 4,968 consults up to 
7,452 consults.  
Modelling assumptions 
 
• That GPs are completing four health assessments per week. 
• That they see between 4,968 and 7,452 patients a year. 
• That GPs spend 30 minutes of their time on a health assessment.  Therefore, performing 4 health 
assessments per week is equivalent to the loss of 8, 10 or 12 consultations, depending on the 
GP’s usual consultation time. 
 
The example provided below in Chart 1. and Table 6. outlines the advantage/disadvantage of 
conducting health assessments with Model C – internal employment.  
 
Chart 1:  Model C - Gross income per year with and without health assessments 
 
 
Table 6:  Model C - Gross income per year with and without health assessments 
 
$0
$20,000
$40,000
$60,000
$80,000
$100,000
$120,000
$140,000
$160,000
$180,000
$200,000
$220,000
4 consults 5 consults 6 consults
Variation in consults
A
nn
ua
l i
nc
om
e 
Without H/A 
With H/A
 4 patients per hour 
(4,968 per year) 
5 patients per hour 
(6210 per year) 
6 patients per hour 
(7,452 per year) 
Total income per year $121,716 $152,145 $182,754 
Total income with H/A $145,056 $173,231 $201,406 
Increased Income  $23,340 $21,086 $18,652 
% increase for yearly 
income  
19% 14% 10% 
 
 
Results 
 
                                                 
2 General Practice in Australia: 2000 P.108 
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 By using Model C a GP who usually sees four patients per hour has the capacity to increase their 
gross annual income by 19%.  This reduces to a 10% increase in income as patient throughput 
increases to 6 patients per hour. 
 
Variation:  GP income plus gap fee. 
 
78% of services by GPs are bulk billed 3and the remainder of services incur a gap fee.  Additional 
charges to the patient vary between $3 and $17.  Using this as the average a further analysis of the 
advantage/disadvantage of health assessments is considered.  Based on similar assumptions to the 
above, we find that there is still a financial advantage to the GP, however it has been considerably 
reduced.  Table 7. below is based on GPs receiving an average of $38 per patient. 
   
Table 7.  Gross income per year with and without health assessments 
 
 4 consultations 5 consultations 6 consultations 
Annual income - 
routine 
consultations 
$188,784 $235,980 $283, 175 
Annual income – 
plus health 
assessments 
$198,426 $242,126 $285,826 
 
SUMMARY OF RESULTS: 
 
Based on the assumptions identified: 
• The internal employment model provides the greatest financial advantage to the GP.  
• The hourly rate for all three models is at least equivalent to or more than a GP’s current earning. 
• By completing 4 health assessments per week, GPs can earn between 10 to 19% more per 
annum. 
• Where a GP charges a gap fee of up to $15 per patient there is still a financial advantage for the 
GP to conduct health assessments. 
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ACRONYMS 
 
AHP  Allied Health Professional 
                                                 
3 General Practice in Australia: 2000 P.251 
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 EPC  Enhanced Primary Care 
GP  General Practitioner 
H/A  Health Assessment 
MBS  Medical Benefits Schedule 
MPH  Master of Public Health 
RACGP Royal Australian College of General Practitioners 
RDNS  Royal District Nursing Service 
 
APPENDIX 
 
Calculation of the average Medicare cost for GP consultations  
MBS item / 
number 
Frequency - % of total 
GP consultations 
MBS Schedule Fee 85% of scheduled fee 
= bulk bill rate ($) 
Average Medicare cost 
per visit ($) 
Level A / 3 1.64 12.85 10.92 0.18 
Level B / 23 89.55 27.00 22.95 20.55 
Level C / 36 8.22 48.75 41.44 3.41 
Level D / 44 0.59 71.85 61.07 0.36 
(As at 1 November 2000) Total $ 24.50 
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 9. GLOSSARY OF TERMS 
Enhanced Primary Care 
Specific Medical Benefit Schedule (MBS) items to enable general practitioners to undertake or 
participate in specific health assessment, case conferencing and care planning activities. 
General Practice Strategy Review 
A framework for helping general practice reassert its role in Australia’s health care system and 
ensure the highest quality of care for patients. 
Medical Benefit Schedule 
Medicare benefits are based on fees determined for each medical service, with uniform fees for 
each service in each State. The fee is referred to as the "Schedule fee".  
Practice Nurse 
A registered nurse working within a general practice setting employed to provide a variety of 
services including but not limited to clinical care, service co-ordination, screening and health 
promotion. 
Relative Value Study 
The review of the General Medical Services Table of the Medicare Benefits Schedule (MBS). 
The review has resulted in the development of a revised core consultation item structure and the 
completion of the following three key studies: Practice Costs Study, Professional Relativities 
Study and Remuneration Rates Study. 
Statistical Local Areas 
Geographical area defined by the Australian Bureau of Statistics, which consist on one or more 
Collection Districts. They cover, in aggregate, the whole of Australia without gaps or overlaps. 
Standard Whole Patient Equivalent 
Represents the number of patients visiting a GP based on Medicare data and postcode. 
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